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A STUDY OF THE CUTANEOUS MANIFESTATIONS IN
PATIENTS OF DIABETES MELLITUS
Shristhi Agrawal1, Kishor Singh1
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Abstract
Introduction: The incidence of cutaneous manifestations in diabetes mellitus (DM) varies from 11.3% to 70.6%. The cutaneous
manifestations seen in DM appear once the primary disease has developed, but it may also occur with its onset or may even precede DM
in some of the cases. Our study is an attempt to analyse the pattern of various types of cutaneous manifestations seen in DM.
Aims & Objectives: To study and analyze the cutaneous manifestations in patients of diabetes mellitus.
Materials and methods: 100 patients with Diabetes Mellitus (type1 and type 2)were enrolled. Detailed history was taken Investigations
like preprandial & postprandial capillary plasma glucose and HbA1C estimation was done. Diabetes was considered controlled when
preprandial capillary plasma glucose was 3.9-7.2mmol/L (70-130 mg/dl), postprandial capillary plasma glucose < 180 mg/dl and
HbA1C < 7.0%.
Results: Cutaneous infections were the commonest manifestations present in 71% of patients. Out of 100 patients 50 had a superﬁcial
fungal infection, 19 had bacterial infections and 6 had viral infections. Amongst cutaneous conditions associated with DM which were
present in 67% of patient, skin tags were the commonest(33%). Miscellaneous cutaneous ﬁndings were present in 45% patients, nail
discolouration was the commonest (11%).
Conclusion: Infections may appear early and remain undetected till DM is ﬁnally diagnosed. Majority of patients do not take regular
treatment and follow dietary restrictions in early diabetes leading to persistent hyperglycaemic state which predisposes them to
infections and other cutaneous manifestations. Presence of cutaneous manifestations must heighten the suspicion of a dermatologist in
early diagnosis of DM.
Keywords: Diabetes Mellitus, cutaneous manifestations, cutaneous infections, skin tags, nail discolouration
Introduction
The World Health Organisation (WHO) describes diabetes
mellitus (DM) as a chronic multisystem disorder with chronic
hyperglycaemia, disturbances of fat, protein and carbohydrate
metabolism because of a disturbance in insulin action, secretion
or both.
Common symptoms in DM are polyuria, weight loss and
blurring of vision, even coma and death can occur due to nonketotic hyperosmolar state1. India has the world's largest diabetic
population which is approximately 51.8 million.2,3
Classiﬁcation of Diabetes Mellitus4
1.
Diabetes Mellitus Type-1
2.
Diabetes Mellitus Type-2
3.
Other Speciﬁc Types of diabetes
4.
Gestational Diabetes Mellitus (GDM)
Cutaneous Manifestations
Acute metabolic disturbances and chronic degenerative
complications of diabetes mellitus may also affect the skin. The
incidence of cutaneous manifestations associated with diabetes
mellitus varies from 11.3% to 70.6%. 5 The cutaneous
manifestations seen in DM mostly appear once the primary
disease has already developed, but it may also occur coincidently

with its onset or may even precede DM by many years in some of
the cases.
Cutaneous manifestations of diabetes mellitus may be classiﬁed
as: 6
1.
Cutaneous infections in DM.
2.
Cutaneous associations of DM.
3.
Cutaneous manifestations of diabetic complications.
4.
Cutaneous adverse reactions to the pharmacological
treatment of DM.
At times the cutaneous manifestations can be the ﬁrst presenting
sign of diabetes mellitus, hence our study is an attempt to analyse
the pattern of various types of cutaneous manifestations seen in
DM.
Aims and Objectives
To study and analyze the cutaneous manifestations in patients of
diabetes mellitus.
Materials and Methods
The present study was carried out in the Department of
Dermatology, Venereology and Leprosy at a tertiary care
hospital in Jaipur. A total of 100 consecutive patients of Diabetes
Mellitus (type1 & 2) attending the Department of Medicine and
Dermatology were enrolled.
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Ethics
Patient's conﬁdentiality was maintained and informed consent
was taken for the study. The study was carried out after taking
approval from the Institutional Review Board.
Inclusion Criteria:
·
Diagnosed cases of Diabetes mellitus willing to
participate in the study.
Exclusion Criteria:
·
Patients less than 15 years of age.
·
Patients with Gestational Diabetes Mellitus.
·
Unwilling patients.
Detailed history with special reference to age, sex, rural/urban
background, BP, smoking, alcohol intake, duration of diabetes,
type of diabetes, type of treatment being taken, complications
and family history was taken. A complete general, physical,
systemic and dermatological examination was carried in each
patient.
Investigations like haemoglobin, total leukocyte count,
differential cell count, preprandial capillary plasma glucose,
postprandial capillary plasma glucose, complete urine
examination and HbA1C were done in each patient. Assessment
of glycaemic control was also done by measuring preprandial
capillary plasma glucose, peak postprandial capillary plasma
glucose.
Diabetes was considered to be controlled when preprandial
capillary plasma glucose 3.9-7.2mmol/L (70-130 mg/dl), peak
postprandial capillary plasma glucose < 180 mg/dl and HbA1C <
7.0%
Results
The study group included 100 patients of DM with cutaneous
manifestations.
The age group varied from 20-79 years with a mean age of 52
years and SD of 10.52 years. Minimum age was 25 years and
maximum 75 years. Maximum number of patients were in 50-59
years (32%) of age group, followed by age group 40-49 years
(27%). Majority of the patients were male (55%) and females
(45%) with male to female ratio 1.2:1 (Graph 1)

policemen, astrologers, Anganwadi workers, and so on.
Majority of patients (50%) were overweight, 26% were of
normal weight, 21% patients were obese and remaining 3% were
underweight. (Table 1)
Table 1. BMI (Kg/m2)
S.No.
1
2
3
4

Number of Patients (n=100)

BMI
≤18.50 (underweight)
18.50 to 24.99 (normal)
25 to 29.99 (overweight)
≥30 (obese)

Male

Female

Total

1
13
31
14

2
13
19
7

3
26
50
21

Percentage
(%)
3
26
50
21

70% of the patients had type 2 Diabetes Mellitus while only 30%
patient was that of type 1 Diabetes Mellitus.
21% of the patients were smoker, 13% were alcoholic and 30%
were hypertensive.
Majority of the patients (50%) had duration of diabetes between
1 to 5 years, 21% between 6 to 10 years duration, while 19% had
duration less than 1 year, and only 2% patients were having
diabetes ≥16 years of duration.
Majority of the patients (60%) were on oral hypoglycaemic
drugs, while 33% of the patients were on combination therapy
i.e. insulin and oral hypoglycaemic. 7% of the patients were not
on any treatment for DM.
53% of the patients were on regular treatment, while 40% were
on irregular treatment and 7% were on no treatment. Out of 53%
patients on regular treatment, 52.8% patients had controlled
diabetes (HbA1C <7) whereas among patients on irregular
treatment (40%), 17.5% patients had controlled diabetes. 7%
patients who did not take any treatment had uncontrolled
diabetes (HbA1c ≥8). (Table 2)
Table 2. Control & Compliance of treatment of Diabetes Mellitus
Diabetic Control

Compliance of
treatment of
DM

Total

Controlled

Uncontrolled

Total

Regular

28 (52.8%)

25 (47.2%)

53

Irregular

7 (17.5%)

33 (82.5%)

40

No treatment

0

7 (100%)

7

36 (36%)

64 (64%)

100

Cutaneous infections were the commonest manifestations
present in 71% of patients, followed by the conditions associated
with DM, which were present in 67% of patients, miscellaneous
cutaneous ﬁndings were present in 45% of patients and none of
the patient had complications due to treatment of diabetes.

Out of 100 patients 73% of the patients belonged to rural
background while 27% were from urban background.
Majority of the patients (48%) were from lower socioeconomic
status, followed by 38% from middle socioeconomic and 14%
were from upper socioeconomic status.
Majority of the patients were housewives (41%), followed by
retired persons (19%) and businesspersons (16%). The
miscellaneous group (10%) consisted of priests, tailors,
28
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(Graph 2)
Most of the patients in infection group had more than one
manifestations. Out of 100 patients 50 had fungal infection, 19
had bacterial infections and 6 had viral infections. None of
patient had parasitic infestation (Table 3). Out of 71 patients, 5
patients had single infection and 66 patients had more than one
Table 3. Cutaneous Infections/ Infestations
Number of Patients (n=71)

Percentage
(%)

Male

Female

Total

29

21

50

50

23

13

36

36

T.Corporis

10

7

17

17

T. Cruris

9

5

14

14

Onychomycosis

9

5

14

14

T. Pedis

3

1

4

4

T. unguium

2

1

3

3

11

9

20

20

Candidal Balanoposthitis

6

0

6

6

Vaginal Candidiasis

4

2

6

6

Cutaneous Candidiasis

0

5

5

5

Candidal Paronychia

1

2

3

3

1) Fungal
A) Dermatophytosis

B) Candidiasis

2) Bacterial

8

11

19

19

Folliculitis

4

4

8

8

Furunculosis

3

5

8

8

Carbuncle

1

1

2

2

Cellulitis

0

1

1

1

2

4

6

6

Herpes Simplex

0

3

3

3

Herpes Zoster

2

1

3

3

3) Viral

Table 4. Cutaneous conditions associated with Diabetes Mellitus
Number of Patients

Percentage (%)

Male Female Total
1

S.No.

Skin Tags / Acrochordons
Cherry Angioma

15

18

33

33

2

13

8

21

21

3

Xerosis

8

11

19

19

4

Acanthosis Nigricans

7

11

18

18

5

Generalised Pruritus

7

5

12

12

6

Xanthelasma Palpebrarum

5

3

8

8

7

Diabetic Dermopathy

5

2

7

7

8

Yellow Discolouration of skin

3

2

5

5

9

Diabetic Thick Skin

2

0

2

2

10

Rubeosis Faciei

1

1

2

2

11

Granuloma Annulare

0

1

1

1

21%, xerosis in 19% etc. (Table 4)
Miscellaneous cutaneous ﬁndings were present in 45% of total
cases, discolouration of nail was the commonest (11%),
followed by decreased hair over lower legs in 10%, eczemas in
10%, psoriasis in 5% etc. (Table 5)

Number of Patients
Male Female Total

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16

infection.
The cutaneous conditions associated with DM were present in
67% of the patients. Among the cutaneous conditions skin tags
were the most common (33%), followed by cherry angioma in
S.No.

Table 5. Miscellaneous Cutaneous Findings

Discolouration of Nail
11
Decreased hair on lower leg 7
Eczemas
6
3
Psoriasis
Pigmented Purpuric Dermatoses 3
Lichen Planus
1
Seborrheic Keratosis
2
Alopecia
2
Nevus
1
Macular Amyloidosis
0
Vitiligo
1
Prurigo nodularis
0
Perforating dermatosis
0
Syringoma
0
Urticaria
1
Acne keloidalis nuchae
1

0
3
4
2
2
3
2
1
2
2
1
2
1
1
0
0

11
10
10
5
5
4
4
3
3
2
2
2
1
1
1
1

Percentage
(%)

11
10
10
5
5
4
4
3
3
2
2
2
1
1
1
1

Cutaneous infections were the commonest complications (46%)
in inadequate and poorly controlled diabetes (i.e. HbA1c ≥7).
Fungal Infections were the commonest (50%) among infections
followed by bacterial (19%) and viral (6%) in all these groups.
Diabetes associated complications and miscellaneous cutaneous
ﬁndings were also more frequent among inadequate and poorly
controlled diabetes i.e. 72.4% and 51.7% respectively.
Majority of patients had 3 (26%), 4 (25%) and 2 (21%)
cutaneous manifestations followed by 1 (12%), 5 (9%), ≥6 (7%)
cutaneous manifestations per patients.
Discussion
Diabetes Mellitus is the most common endocrine disorder that
involves the skin. Many cutaneous disorders are associated with
DM. Dermatological signs of DM mostly appear once the
primary disease has developed but may also appear coincidently
in early stages or even precede DM by years.
In the present study, majority of the patients were in the age
group of 50-60years (32%). This is in agreement with various
studies done by Sawhney et al (1990)16, Mahajan et al (2003)11,
Nigam et al (2006)10 and Nawaf et al (2006)18. The cutaneous
manifestations increase with age, duration as well as level of
blood sugar control and severity of DM.
Males (55%) outnumbered females (45%) in our study, which is
in agreement with studies done by Sawhney M et al (1990)16, Rao
GS et al (1997)20. However, Romano G et al (1998)17, Nigam et al
(2003)10, AI Mutairi N et al (2006)13, Mahajan et al (2006)11 and
Bhat et al (2006)12 reported higher incidence of dermatological
manifestations in female diabetic patients. This may be due to
lesser number of females in our study. It could also be because of
lack of awareness, illiteracy and negligence on the part of female
patients as well as socioeconomic backwardness.
In the index study, majority of the patients had uncontrolled
diabetes (64%) which is comparable with studies by Sawhney et
al 199016 (97%), Yosipovitch et al 19989 (71%), Nigam et al
200310 (52%), Bhat et al 200612 (55%) and Ahmed et al 200914
(94%). Poorly controlled diabetes mellitus, severity of disease
and duration of illness increases the chances of complications.
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In the present study, among the various dermatological
manifestations, infection were the most frequent dermatological
manifestations (71%) followed by other dermatological
conditions associated with DM (67%) and miscellaneous
cutaneous ﬁndings (45%). Similar ﬁndings were reported in
Studies by Mahajan et al 200311 (54%), Nigam et al 200310 (26%),
Bhat et al 200612(34%) and Al Mutairi et al 200613(68%).
Fungal infections (50%) were the commonest infections
followed by bacterial (19%) and viral (6%). However, in similar
studies by Yosipovitch et al (1998)9 and Bhat et al (2006)12,
incidence of fungal infections reported were 32% and 34.34%
respectively.
Among the cutaneous conditions associated with diabetes
mellitus, skin tags were the commonest and were present in 33%
of patients in our study. Various similar studies by Kahana et al
(1987)7 and Thappa (1997)8 observed that skin tags present in
26.3% and 62.85% of the cases respectively.
Acanthosis nigricans was present in 18% of the patients in our
study, whereas Mahajan et al (2003)11, Bhat et al (2006)12, Mutairi
et al (2006)13 and Ahmed et al (2009)14 reported a slightly lower
incidence of acanthosis nigricans in their study 3%, 5.3%, 4.7%,
2.8% respectively. Acanthosis nigricans and skin tags are
dermatological manifestations of DM which may precede
occurrence of DM. High levels of insulin act on insulin like
growth factor receptors (IGF) which resulted in development of
acanthosis nigricans.
In the present study diabetic foot ulcer was present in 3% of the
patients. Almost similar ﬁndings were reported by Puri et al
201219 in their study in 2% patients of diabetes mellitus.
In the present study 12%, 21%, 26%, 25%, 9%, 7% patient had 1,
2, 3, 4, 5, ≥6 cutaneous manifestations respectively. While
almost similar observations were made by Goyal et al (2010)15 in
their study 20%, 20%, 12%, 16%, 16%, 14%, 2% patients had 1,
2, 3, 4, 5, 6, 7 cutaneous manifestations respectively.
Number of cutaneous manifestations in our study were
comparatively higher because a large percentage (64%) of our
patients had uncontrolled diabetes. Poor dietary control, food
habits, illiteracy, poor hygiene, climatic conditions, rural
background and socioeconomic backwardness may be the
additional factors.
Conclusion
Diabetes is a multisystemic disease and skin is also not spared by
its complications. Infections may appear early and remain
undetected till DM is diagnosed. Majority of patients do not take
regular treatment and follow dietary restrictions in early diabetes
leading to persistent hyperglycaemic state which predisposes to
infections. The advanced end glycosylation may lead to other
complications like micro angiopathy, neuropathy etc which
appear late. Presence of cutaneous manifestations can heighten
the suspicion of a dermatologist in early diagnosis of DM.
Limitations
The sample size of the study is restricted due to time constraints.
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Abstract
Introduction: Nails are one of the most fascinating appendages of the epidermis. Nail disorders accounts for approximately 10% of all
the dermatological conditions. With increasing age, association of chronic life style disorders increases which further enhance the
chances of acquiring various nail changes AIM AND OBJECTIVE: To study the physiological and pathological nail changes due to
various dermatological or systemic disorders in the geriatric age group. METHOD AND MATERIAL: Hundred patients above the age
of 60 years visiting out patient department of dermatology, venereology and leprosy of tertiary care hospital were included in the study.
OBSERVATION AND RESULT: Among 100 patients included in the study the commonest nail change noted was onychorrhexis (97%)
and the most common occupation among the study population was agriculture (50%). CONCLUSION: Onychorrhexis was the
commonest nail change observed in 97% of patients, which is reported to be a characteristic senile nail change. Many of these nail
changes had associated systemic diseases like anaemia, pulmonary diseases, cardiac dysfunction, diabetes mellitus, malnutrition,
internal malignancy etc. Awareness of the signs and symptoms of nail disorder in elderly is essential for better assessment and
management of the onychological concerns in geriatric age group.
Keywords: nail disorders, geriatric

Introduction
Nails are one of the most fascinating appendages of the
epidermis. The basic function of nail is protection, yet it serves
many other important functions as well. In animals it is
important for their survival, as nails play an important role in
hunting, running and grasping. In human,nails provide
protection to the nail bed, and may also serve as indicators for
disease, aging and even provide beauty and hygiene indications.
Human nails have evoked interest of researchers since time
immemorable. Nail disorders includes those abnormalities that
may affect any portion of the nail unit. Nail disorders accounts
for approximately 10% of all the dermatological conditions and
are seen more frequently in geriatric population.1,2 The nail
changes are more commonly observed among elderly because of
the reduced oxygen supply and nutrition to the nail apparatus.
With increasing age, association of chronic life style disorders
like diabetes mallitus, hypertension, atherosclerosis and
malnutrition increases which further enhance the chances of
acquiring various nail changes.
Manual workers in industrial and agricultural sectors are at
greater risk of developing nail changes because of repeated
injuries at work place and exposure to hazardous chemical and
inadequate nutrition. In our country, larger population is engaged
in agricultural work so in these cases nail changes may be seen at
an early age.
This study was conducted to analyse the physiological and
pathological changes of nail in geriatric age group.
Aims and Objectives
To study the pathological nail changes due to various

dermatological or systemic disorders in the geriatric age group
as well as due to aging process.
Material And Method
The study was carried out in the department of dermatology,
venereology and leprosy at a tertiary care hospital.
In the study 100 patients above the age of 60 years were enrolled
to study various nail changes.
The onset, duration and progression of nail changes and their
location wererecorded.A detailed history was elicitated to detect
various precipitating and / or alleviating factors like
trauma,medications, mental and physical stress , use of
cosmetics, and associated cutaneous or systemic disorders.
A careful general physical, systemic and dermatological
examination was carried out and ﬁndings recorded. Relevant
investigations like KOH (potassium hydroxide) mount of the
nail clippings for fungus, complete haemogram, urine analysis
and any other investigations whenever needed to evaluate for
associated systemic diseases were carried out and nail biopsy
was done in selected cases only.
Inclusion Criteria
Patients aged more than 60 years, of both sexes, with nail
changeswere included in the study.
Exclusion Criteria
Patients with nail changes due to genodermatoses, congenital
disorders and unwilling patients were excluded.
Observation And Results
One hundred consecutive patients aged above 60 years,
satisfying the inclusion criteria, were drawn for the study at a
tertiary care hospital in Jaipur.
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Table 1. Age and sex distribution of patients
S. No.

Age (in years)

Male

Female

Total

1.

61 -70

58

22

80

2.

71 -80

13

07

20

3.

>80

00

00

00

Total

71

29

100

Among 100 pateints, 71(71%) were male and 29(29%) were
female, with a male to female ration of 2.45:1
The age range of patients was 61-80 years. Mean age was 67.37
years.
Table 2. Distribution of patients by occupation
S. No.
1.
2.
3.
4.
5.
6.
7.
8.
9.

Occupation
Agriculture
Housewife
Business
Retired teacher
Coolie
Potter
Basket weaver
Ofﬁce work
Others
Total

Male
42
NA
13
07
02
01
01
01
04
71

Female
08
18
00
03
00
00
00
00
00
29

Table 3. Systemic/ dermatological association of nail changes
S. No.

Total
50
18
13
10
02
01
01
01
04
100

The most common occupation among the study population was
agriculture(50%), followed by housewife (18%), business
(13%), retired teacher(10%), coolie (2%), ofﬁce worker (1%),
potter (1%), basket weaving work (1%) and other (4%).
The duration of nail disorders ranged from 3 months to 30 years
with an average of 4.68 years.
History of varying degree of repeated trauma to nail or
surrounding area was present in 73 patients out of which 56 were
male and 17 were female.
Spectrum of nail changes:

Figure
The spectrum of nail changes
in the1100 patients included in the
study is shown in Fig 1. The commonest nail change noted was
onychorrhexis (97%). Other nail changes in decreasing order
were altered contour (95%), Alunula (93%), dark/dull opaque
32

nail (91%), ragged cuticle (88%), slowing of nail growth rate
(87%), thickened nail plate (69%), onycholysis (68%),
subungual hyperkeratosis (62%). Chromonychia (58%), ragged
nail folds (45%), pitting (24%), Beau's lines (23%),
onychoschizia (18%), brittle nails (18%), clubbing (17%),
thinning of nail plate(9%), smooth shiny nails (7%),
paronychia(6%), onychoptosis (5%), pterygium unguis (5%),
onychomycosis (3%), brachyonychia(3%), longitudinal
splitting (2%), subungual hematoma (1%), platforming of nail
plate (1%), and powdery white patch (1%).
Many of these nail changes were associated with systemic/
dermatological manifestation as shown in table 3.
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Nail changes

No. of
cases

Associated Disease

1.

Koilonychia and platonychia

48

Anemia, coronary disease, clay work

2.

Onycholysis

43

Anemia, leprosy, psoriasis, palmo-plantar
keratoderma

3.

Pitting

16

Psoriasis, alopecia areata, paronoychia,
leprosy, dermatitis

4.

Subungual hyperkeratosis

12

Psoriasis, leprosy, palmo-plantar
keratoderma

5.

Beau’s lines

08

Fever with cellulitis, COPD, carcinoma
breast on radiotherapy, contact dermatitis,
stroke, trauma

6.

Clubbing

08

COPD, HTN, Congestive cardiac failure,
carcinoma, malnutrition

7.

Terry’s nails

06

Type 2 DM, congestive cardiac failure,
pleural effusion, stroke

8.

Longitudinal melanonychia

06

Cnacer chemotherapy –cisplatin, 5FU,
cyclophosphamide, Adriamycin

9.

Thinning

05

Anemia

10.

Diffuse chromonychia

05

Diabetes, Malnutrition, anemia,
radiotherapy, leprosy

11.

Transverse chromonychia

03

Cancer chemotherapy –5FU,
cyclophosphamide, Adriamycin

12.

Half and half nails

02

Carcinoma breast, supraglottic carcinoma

Discussion
In the present study carried out at a tertiary care hospital in Jaipur
sixty years was taken as cut off age for deﬁning geriatric age
group as per health statistics and information system of WHO.3
Among the 100 patients, 71% were male and 29% were female,
showingstrong male preponderance. However no signiﬁcant
difference in sex distribution of nail disordees was noted by a
study conducted by committee for care of nail disorder of
Americal Academy of dermatology(Drake LA).2
History of varying degree of trauma was present in 73% patients
making it one of the most common aetiological factors for nail
changes in elderly which is consistent with study conducted by
Drake LA.2
In our study onchycorrhexis (longitudinal ridging and beading)
was the commonest nail change, observed in as many as 97% of
patients. Old age was reported to be the commonest cause of
onychorrexis in a study by Holzberg M (2000).4
Altered contour of nail plate in the form of platyonychia,
koilonychia, increased transverse curvature, pincer nails,
irregular dystrophic nail plate and downward bending of nail
plate was also present in 95% of cases in our study.
A Study by Baran R et al(1994) on nail in childhood and old age,
cohen PR et al (2000), Dawber R et al (2001), and Kusher D. med
surg (1992) have reported similar nail changes in elderly age
group.5,6,7,8
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Paronychia was commonly associated with ragged cuticle1,9
and in our study observed among agricultural workers and
manual workers including housewives.
History of slowing of nail growth rate was present in 87% of
cases with slightly higher prevalence (89%)in patients aged 7180 years.
Dark, dull opaque nails were seen in high proportion (91%) of
cases, which is yet another important sign of senility of the nails.6
Absence of lunula was found in 93% of our patients. It is reported
to be an important senile nail change by various workers in their
study done by Lewis BL(1995) and Cohen PR (1996).10,11
Terry's nail was observed in a total of 13 cases, 6 of these were
associated with systemic illness whereas 7 others had no
associated disorder. These cases had Terry's nail presumably due
to aging process itself.
One case of half and half nails was documented. This nail
condition is commonly observed in patients with uraemia12,
however in our study it was associated with carcinoma of breast.
Neapolitan nail is reported as a characteristic nail change
occurring in the elderly1. This uncommon change was seen in
only 1 patient in our study.
Diffuse/ partial brownish or brownish black chromonychia was
observed in our study in 39 patients. Chromonychiaas observed
in our study is associated with malnutrition, anaemia, vitamin
B12 deﬁciency and in some cases with aging process itself.
Nixon DW (1976) reported longitudinal and transverse
melanonychia after cancer chemotherapy13. Similar changes
were seen in 3 patients in our study.
Radiotherapy given elsewhere on body is also known to cause
brownish chrmonychia14, which was observed in 1 patient in this
study. Similar results haven been reported in a study by Baran R
et at (1994). Longitudinal melanonychia can also be seen
normally in blacks and Indians14 , and was seen in 2 of our
patients.
Thickened nail plate in the form of onychauxis (35 patients),
pachyonychia (18), hemionychogryphosis (10) and
onychogryphosis (6 patients) were observed as a manifestation
of aging in our study.
On the other hand, 9 patients had thinning of nail plate.15
Anaemia was present in 5 of these patients. Similar results have
been reported in study conducted by Baran R, Dawber RPR
(1994).14
Onycholysis was recorded in 68 patients in our study out of
which 47 were male and 21 were female. It was associated with
many systemic and dermatological diseases like anaemia,
psoriasis, palmoplantar keratoderma and leprosy.
Subungal hyperkeratosis was present in 62 patients in our study
out of which 46 were male and 16 were female. It was associated
with psoriasis in 10 patients, leprosy and palmoplantar
keratoderma in 1 patient each.
Though combination of onycholysis, subungual hyperkeratosis,
brittle nail and chromonychia indicates possibility of
onychomycosis, in our study only 3 patients were found to be
KOH positive. This implies that these changes may largely be
part of aging process.
Nail pitting was seen in 24 patients, of which 8 were probably
due to ageing process while the rest had associated
dermatological conditions like psoriasis, alopecia areata, atopic
dermatitis etc.

Beau's lines were noticed in 23 patients in our study out of
which 17 were male and 6 were female. All of these cases were
associated with underlying dermatological or systemic diseases.
Onychoschizia and brittle nails were found in 18 patients. This
high prevalence appears to be due to prolonged and repeated
cycle of hydration and dehydration, as majority of patients were
involved in occupation like agriculture, housewife and potter.16,17
Clubbing was present in 17 patients in our study out of which
11 were male and 6 were female.
Other nail changes presumably due to ageing seen in our study
were smooth shiny nails (13 patients), brachyonychia (2
patients), longitudinal splitting ( 1 patient), pterygium unguis
(1 patient), ﬂattening of nail plate (1 patient), superﬁcial
powdery white patches of nail plate (1 patient), trauma induces
onychoptosis (5 patients) and subungual hematoma in 1
patient.
Conclusion
Onychorrhexis was the commonest nail change observed in 97%
of patients, which is reported to be a characteristic senile nail
change. Other such senile changes seen in our study were altered
contour (95%), alunula (93%), dark/dull opaque nail (91%),
ragged cuticle (88%), slowing of nail growth rate (87%),
thickened nail plate (69%), onycholysis (68%), subungual
hyperkeratosis (62%). Chromonychia (58%), ragged nail folds
(45%), pitting (24%), beau's lines (23%), onychoschizia (18%),
brittle nails (18%), clubbing (17%), thinning of nail plate(9%),
smooth shiny nails (7%), paronychia(6%), onychoptosis (5%),
pterygium unguis (5%), onychomycosis (3%),
brachyonychia(3%), longitudinal splitting (2%), subungual
hematoma (1%), platforming of nail plate (1%), and powdery
white patch (1%).
Many of these nail changes had associated systemic diseases like
anaemia, pulmonary diseases, cardiac dysfunction, diabetes
mellitus, malnutrition, internal malignancy etc.
Cutaneous disorders associated with nail changes were
psoriasis, lichen planus, alopecia areata, paronychia,
palmoplantar keratoderma, eczema and leprosy etc.
Awareness of the signs and symptoms of nail disorder in elderly
is essential for better assessment and management of the
onychological concerns in gereatric age group.
How to cite this article:
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Abstract
Background: Psoriasis is a stigmatizing disease that impairs quality of life and harms self-esteem through its effect on social
relationships and self-perception, with a negative impact on sexual health. Aims: To ﬁnd out the prevalence and type of sexual
dysfunction in patients with psoriasis vulgaris sexually active males and females. Methods: Study Population: This was an open, cross
sectional survey-based study. These are patients affected with Psoriasis vulgaris attending dermatology OPD. Sample size was duration
based and the duration of study was of 3 months. Inclusion Criteria: 1. Male and female patients of psoriasis of any severity aged more
than 18 years and willing to give informed written consent to answer the survey questionnaire. Pre-validated tools to assess sexual
function like International index of erectile function6 questionnaire (IIEF) for males and detailed assessment of female patients using
female sexual distress scale for females were used. All the statistical analysis was done by SPSS (Statistical Package for Sciences)
version 23.0. The project begun after obtaining permission from the Indian Council of Medical Research (ICMR) and Institutional
Review Board (IRB). Results: The study included total 36 patients of psoriasis vulgaris presenting to dermatology OPD during the
study duration of 3 months. Of these 36 patients, 26 (72.22%) were males and 10 were (27.75%) females. Of 26 male patients, 42.30%
patients had some degree of erectile dysfunction, 42.30% had effect on orgasmic function, 46.15% altered intercourse satisfaction and
50% had reduced sexual desire. Of 10 females; 30% were experiencing severe sexual distress. Limitations: Short study duration and
small size of the study population. Conclusions: This study shows that all parameters of sexual health varying from erection function,
intercourse satisfaction, sexual desires and orgasmic function are affected in patients suffering from psoriasis.
Key words: Psoriasis, Sexual dysfunction

Introduction
Psoriasis is a multisystem disease which might negatively affect
several facets of patient's life, including interpersonal
relationships and sexual health. Genital psoriasis is present in up
to 60% of psoriasis patients1. Dermatologists should be aware of
implications of psoriasis on sexual health of the patient. Several
studies have tried to study independent component of sexual
health like erectile dysfunction and its association with psoriasis.
The aim of this study is to synthesize the scientiﬁc evidence
regarding psoriasis and sexual function to facilitate new
scientiﬁc ﬁndings into clinical practice, and to serve as a basis for
conducting future research. There is a deﬁcit of such
investigations in Indian patients due to lack of communication. It
is seen that patients are often hesitant in discussing their sexual
health and complications that might be associated with it. As a
result, such researches are seen to be sporadic in India.2,3
Objective
To ﬁnd out the prevalence of sexual dysfunction in patients with
psoriasis vulgaris sexually active males and females.In addition,
we also intend to study common type of psoriasis vulgaris
associated sexual dysfunction. Effect of severity of psoriasis,
medication and presence of other risk factors like obesity,
diabetes mellitus was evaluated. Important sexual parameters
like Erectile function, orgasmic function, sexual desires,
intercourse satisfaction and overall satisfaction were evaluated
to ﬁnd speciﬁc type of sexual dysfunction in males.

Methods
The project begun after obtaining permission from the Indian
Council of Medical Research (ICMR) and Institutional Review
Board (IRB). The approval of, Head of Department (HOD) and
Hospital Superintendent was taken and a written consent of the
patients was obtained. The patients were informed that their
participation is entirely voluntary. Conﬁdentiality of data was
maintained. Patients were enrolled irrespective of their ethnicity.
Study Population: These were patients affected with Psoriasis
vulgaris attending dermatology OPD. Sample size was duration
based and the duration of study was of 3 months. This was an
open, cross sectional survey-based study. Inclusion Criteria: 1.
Male and female patients of psoriasis of any severity aged more
than 18 years. 2. Those willing to give informed written consent
and willing to answer the survey questionnaire. 3. New as well as
old cases of patients suffering from psoriasis were entered upon.
Exclusion Criteria: Patients who were not willing to give their
written informed consent. In the current study, pre-validated
tools to assess sexual function were used. Namely, Detailed
assessment of male patients by the International index of erectile
function questionnaire (IIEF) (ANNEXURE 1), And detailed
assessment of female patients using female sexual distress
scale3 (ANNEXURE 2), along with the 9th question of the
Dermatology Quality of Life Index (DLQI) – 'Over the last
week, how much has your skin caused any sexual
difﬁculties?Psoriasis related factors like: psoriasis severity
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evaluated by Psoriasis Area and Severity Index (PASI) or SelfAdministered PASI, the presence of lesions in the genital area,
the presence of disturbances in mood status, especially
depression, age, psoriatic arthritis and female gender, relation to
the treatment modality used were assessed. Statistical analysis of
the data was carried out by relevant statistical test. Data was
entered into the Microsoft Excel, 2016 version and was analyzed
for the sustainability of efﬁcacy and other different variables by
using Paired t test and ANOVA was used for the comparison. All
the statistical analysis was done by SPSS (Statistical Package for
Sciences) version 23.0 (IBM corporation California).
Results
The study included total 36 patients of psoriasis vulgaris
presenting to dermatology OPD during the study duration of 3
months. Of these 36 patients, 26 (72.22%) were males and 10
were (27.75%) females. Male to female ratio of 2.6:1
suggesting psoriasis being more common in males. (Table
1)Mean age of male patients was 42.81 ± 13.348 and in
females Patients it was 41.70 ± 13.098. Majority of female
patients belonged to 3rd decade. Of the 10 females, 9 were
house wives and 1 was working as tailor on daily wages. Mean
body weight of the males in current study was 69.80 ± 16.838.
Mean systolic blood pressure was 118.60 ± 15.057 and BP
(diastolic) mean is 77.80 ± 5.846 for female patients and
males.Of 36 patients, 2 female and 9 male patients had positive
family history of psoriasis. So, in our study incidence of
positive family history was 30.55% (n=11). Of 26 male
patients 61.53% (n=16) had history of addiction to some or
other form of tobacco.
Table 1. Sex distribution of patients
Sex

No. Of patients

Male

26 (72.22%)

Female

10 (27.75%)

Total

36

Number of patients affected
based on the score

Average PASI Score

No dysfunction (26-30)

15

5.38

Mild dysfunction (22-25)

00

-

Mild to moderate dysfunction
(17-21)

02

12.95

Moderate dysfunction (11-16)

00

-

Severe erectile dysfunction
(1-10)

09

2.7

Total

26

Of 26 male patients, 10 (38.46%) had severely affected orgasmic
function and 1(3.84%) somewhat affected orgasmic function.
Here, also orgasmic function alteration was commonly seen at
lower PASI scores. (Table 4) Of 26 patients, 13 (50%) patients
had deleterious effect on sexual desires in 4(15.38%) of whom it
was severely affected and 9(34.61%) of patients, it was
somewhat affected. (Table 5). Here, too altered sexual desires
were irrespective of the severity psoriasis. (Table 6) Based on
combination of all parameters studied, 12 (46.15%) had reduced
overall satisfaction. (Table 7) Chart 1 shows comparision of
various parameters of sex affected and its severity in males.
Sexual function in females were evaluated using Female Sexual
Distress Scale (R), of 10 females; 30% (n=3) were experiencing
severe sexual distress and 70% (n=7) were unaffected. (Table 8).
Females with higher PASI score [Average 10.6] had higher
distress score and more probability of having being affected with
sexual distress.
Table 4. Orgasmic function and PASI score
Patients affected
based on score

Average
PASI Score

Minimally affected (Normal)
[8-10]

15

6.766

Somewhat affected [4-7]

1

9.2

Severely affected [2-3]

10

2.725

Table 5. Psoriasis & Sexual desire in males:

Table 2. Male and Sexual Health/function Based on evaluation
of IIEF scores:

36

Erectile function

Orgasmic function

Study of individual component of sexual function in
males:Sexual health in males were evaluated using IIEF scores
in ﬁve different parameters, namely: Erectile function, orgasmic
function, sexual desires, intercourse satisfaction and overall
satisfaction were studied.
Of 26 male patients, 11 (42.30%) patients had some degree of
erectile dysfunction and of all patients with erectile dysfunction
most (81.81%) had severe erectile dysfunction. (Table 2) When,
scores of erectile functions correlated with the severity of
Psoriasis (PASI) score (Table 3), erectile dysfunction was not
correlating to the severity of psoriasis and was found even with
lower PASI score.

Erectile Severe erectile Moderate Mild to moderate Mild
dysfunction dysfunction
dysfunction
function dysfunction
(1-10)
(11-16)
(17-21)
(22-25)
Number
09
00
02
00
of patients

Table 3. Psoriasis and erectile function:

No
dysfunction
(26-30)
15
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Sexual Desire

Number of patients affected
based on the score

Average PASI Score

Minimally affected (Normal)
[8-10]

13

5.6

Somewhat affected [4-7]

09

5.375

Severely affected [2-3]

04

2.4

Table 6. Psoriasis and Intercourse satisfaction in males:
Intercourse satisfaction

Number of patients affected AVERAGE PASI
based on the score
SCORE
8.66
3
Minimally affected (Normal) [13-15]

Somewhat affected [6-12]

13

4.8

Severely affected [<6]

10

2.88

Table 7. Psoriasis & Overall satisfaction in males:
Overall Satisfaction

Number of patients affected AVERAGE PASI
based on the score
SCORE

Minimally affected (Normal) 14
[8-10]
Somewhat affected [4-7]
04

6.29

Severely affected [2-3]

2.36

08

5.97
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Table 8. Female Sexual Distress Scale (R):
FSD SCALE

Number of patients affected Average PASI score
based on the score

No. of female with FSDS Score
(>/=) 11
No. of female with FSDS score
<11

03

10.6

07

3.6

Total

10

Chart 1: Sexual dysfuction in males with its various components
Series 1: indicates severely affected, Series 2: somewhat
affected, series 3: minimally affected
Discussion
The dermatologist is the axis of the medical care of psoriasis
patients, especially those with more severe conditions. Available
studies underline the central role that the dermatologist might
play to improve the sexual function of patients with psoriasis by
improving the skin symptoms. Therefore, the presence of sexual
dysfunction could be considered a criterion of severity in
psoriasis when choosing a treatment, similar to the presence of
psoriasis lesions on visible areas or when there is a considerable
impact on quality of life (DLQI > 10).4
Psoriasis and erectile dysfunction (ED): Erectile dysfunction
(ED) is deﬁned as the inability to attain or maintain a penile
erection sufﬁcient for successful vaginal intercourse.5 It
hypothesized that ED occurs more commonly in patients with
psoriasis, at least in part due to incipient atherosclerosis, which
may offer an opportunity for early intervention.6 The J.M.R.
Goulding's study suggested an emerging association between
psoriasis, the metabolic syndrome and atherosclerotic disease.
The risk of erectile dysfunction is also higher in psoriasis
patients. In study by Eltaweel AEAI et al., Patients with psoriasis
showed a signiﬁcant lower serum level of total testosterone,
higher level of estradiol, and impaired erectile function relative
to healthy controls. It concluded that the detected hormonal
disturbance in male psoriasis patients may be a cause of the
associated erectile dysfunction beside the known effect of
chronic systemic disease on patients' erectile function.7The risk
factors associated with sexual dysfunction in psoriasis patients
are disease severity, female gender, psoriatic arthritis and age.8
Depression, old age and smoking were found to be independent
risk factors for ED.9 Most studies assessing sexual function in
males have studied ED only. Our study showed that ED is not
particularly seen in individuals with severe disease but also in
patients with mild forms of psoriasis. This ﬁnding is comparable
to study by Bardazzi, F. et. Al that showed group of mild
psoriasis, the patients who suffered from ED were the 56.67%,
JDA

while in the group of severe psoriasis, ED affected the 46.68% of
subjects in their study.10 However, It is also documented in study
by Marta Wojciechowska-Zdrojowy et al. that out of total
participants 43.6 % had erectile dysfunction while 96.1 % had
felt unattractive during exacerbated phase of disease and avoid
sexual intercourse.11
It is important to understand this negative correlation with PASI
and sexual dysfunction as even though when psoriasis affects
only genitals and/or hands, based on body surface area their
representation is small but they are important primary and
secondary sexual organs. The same ﬁndings are reciprocated in
study that concluded negative correlation between the PASI
score and the overall sexual satisfaction wherein psoriatic
female patients with genital psoriasis had more signiﬁcantly
impaired sexual function compared with either those without
genital lesions or those with lesions elsewhere in the body.12
Apart from erectile dysfunction, information and research about
affection of other components of sexual health is scarce in
dermatology literature. However, our study highlights other
parameters of sex like orgasmic function, intercourse
satisfaction and sexual desire are also affected by diagnosis of
psoriasis in a given individual as seen in 42.30%, 46.15% and
50% of patients in our study respectively.
Psoriasis and sexual distress in female: The skin manifestations
of psoriasis make this a highly visible disease, causing the
patient to feel stigmatized. Many women report some degree of
difﬁculty in their sex life, ultimately resulting in intense personal
distress and decreased quality of life. 13 Based upon evaluation of
female sexual distress scale our results suggests 30% women
with psoriasis experienced some degree of sexual distress. A
study by AdawiyahJa et al. showed prevalence of FSD in the
patients with psoriasis was 20.3%, with hypoactive sexual desire
being the most prevalent problem (44.3%)14 and 48.7% in study
by Meeuwis KA et al.15 Sexual dysfunction was associated with
older age, menopause, low body mass index, longer duration of
marriage and presence of psoriasis in the genital area.
Conclusion:
The study further establishes the earlier ﬁndings thatan
assessment of sexual function should be part of the routine
holistic care provided for dermatology outpatients.This study
shows that all parameters of sexual health varying from erection
function, intercourse satisfaction, sexual desires and orgasmic
function are affected in patients suffering from psoriasis. Just a
diagnosis of 'psoriasis' and fear of having psoriasis on accessory
sex organs such as hands, genitals and breast along with fear of
being contagious affects the psychology of patients and leads to
overall decline in all parameters related to sexual health in both
male and female.For sexual health to be attained and maintained,
the sexual rights of all persons must be respected, protected and
fulﬁlled, all this is hampered in Psoriasis.The dermatologist
could facilitate communication regarding sexual problems,
speeding therapy by identifying the etiology of the problem and
referring the patient to the proper specialist.
Strength of the study
1. This study was ﬁrst of its kind in Indian Psoriatic patients
and their sexual health was measured simultaneously with
disease.
2. Our study can be a stepping stone in the QOL assessment in
psoriatic patients before and after the therapy can guide the
dermatologist about the improvement in the sexual health
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domain of the patients
Limitation of study
1. However, inclusion of patients of above 60 years of age in
the study may act as confounding factor due to natural
decline in sexual activity. This could be one of the reasons
for psoriasis severity not affecting the sexual function
parameters in current study.
2. The study duration was very short.

6.
7.

8.
9.
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Sir,
Pseudoeptheliomatous Keratotic & Micaceous Balanitis is a rare
pre-malignant chronic clinical condition occurring over the
glans characterized by silvery plaque with mica like crusts over
glans. It can undergo malignant transformation. So we have
presented a case of pseudoepitheliomatous, keratotic and
micaceous balanitis occurring in an elderly presented as a
cutaneous horn over glans.
A 66-year-old male otherwise asymptomatic presented with
complaints of raised yellowish plaque along with an erosion over
glans for 7 years for which earlier excision was done. (Fig 1).

Figure 2

Figure 1 : Lesion over glans
Patient complaints of gradual shedding of crusts over glans
followed by erosions and appearance of similar crusts after a few
days. Patient gave history of excision of this lesion in past
followed by recurrence in 6 months.Fig. 2Dermoscopy showed –
a) Yellowish raised projectionover glans, b) There is
surrounding pinkish hue with normal pigmentation and
adjoining hyperpigmentation. (Fig. 2)
Routine blood investigations were within normal limits.HBsAg,
Anti HCV,VDRL, HIV serology was negative. On clinical
grounds a diagnosis of PKMB was made.Fig. 3Biopsy revealed a) Stratiﬁed squamous epithelia with hyperplasia and acanthosis.
b)No cytological atypia. c) Dermis was found to be inﬁltrated
with mild lymphocytic inﬁltrate. (Fig. 3)
Fig. 4Patient was started on topical 5-FU 1% daily and
cryotherapy. After 3 session of cryotherapy 21 days apart patient
JDA

Figure 3
had excellent clinical improvement with resolution of lesions
after 60 days. (Fig. 4)
PKMB is distinctive clinical condition ﬁrst described in 1961
which presents as horny keratotic masses formed on glans with
associated mica like crusts. PKMB is regarded as form of
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FU 1% daily for 30 minutes and cryotherapy are instituted.
Until now, only a few cases have been reported in literature.So,
we report this case due to its rarity and also for emphasizing the
need for early diagnosis, long term follow up and response to
treatment.
Early diagnosis & institution of correct treatmenthelps in
protecting patients from undergoing unnecessary invasive
treatment of excision similar to present case. Dermoscopy is a
non invasivebed side test whichleads to a high improvement in
diagnostic accuracy , allows to examine lesion in its natural state
. Further it minimizes trauma to patient's skin and it lacks tissue
processing or staining which is required with the conventional
histopathological studies .

Figure 4 : Post treatment
Pyodermatitis or Pseudoepitheliomatous response to infection
which can be a possible variant of Reiter's Syndrome [1]. It can
also be associated with HPV.
It is usually a benign condition but few cases may be locally
aggressive or may have invasive pathology.
Pathogenesis of PKMB mainly occurs in Four Stages – Plaque
Stage,TumorStage, Verrucous Carcinoma, Transformation to
Squamous Cell Carcinoma [2]
Treatment approaches which can be used are excision if cellular
atypia is conﬁrmed on biopsy. In case of non-malignant lesions5-

24
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Sir,
Therapeutic challenge: Diphenylcyclopropenone (DPCP) is
used, commonly, as a topical immunotherapeutic agent for
alopecia areata and warts. One of the challenges faced with
DPCP is its stability. Due to this issue, acetone is used as a
diluent, and the solution is conventionally stored in screwcapped, airtight and amber-coloured containers, in a dark room,
preferably at a temperature of four degrees Celsius. Studies have
reported stability of DPCP, in solution, for a duration of more
than 60 days. But in that period, evaporation of acetone occurs,
which changes the concentration of the solution, and hampers its
storage.(1, 2) With more lapse in time, even deposition of DPCP
crystals can occur at the bottom of the container. (Figure 1) All
this may make treatment cumbersome, as making the solution
afresh, eachtime, is time consuming and may even sensitize the
clinician to this drug.

Figure 2 :
a-An amber colour, empty lignocaine injection vial with intact
rubber stopper and metal cap.
b-A transparent vial covered with black paper.
c-Withdrawing DPCP solution with help of needle and syringe
at each use.
evaporation of the acetone, and thus, the subsequent change in
concentration of the solution. Whenever the solution is to be
used, it is withdrawn in a glass beaker with the help of a syringe
and needle. (Figure 2)This makes treatment with DPCP,
extremely convenient for the clinician.
How to cite this article:
Dhurat R, Agarwal S, Shukla D, Motiwala M, Chamle S. The
use of an empty lignocaine crimp vial as a storage medium for
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Figure 1 :
a-An amber colour bottles with screw cap used conventionally
b- Deposition of DPCP crystals at the bottom of the container
due to evaporation of the acetone.
The Solution: Empty lignocaine injection crimp vials are
readily available in the dermatology clinic. Without removing
the rubber stopper and metal cap, these are ﬁrst washed with
acetone. If the vial is not of an amber colour, it can be wrapped
with black paper. It is labeled with the formulated concentration
of DPCP. After preparing the solution, it is injected into the vial
with the help of a syringe and needle, and stored in a refrigerator.
Storage in a vial with a rubber stopper and metal cap will prevent
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Sir,
Treatment with Oral Antihistamine alone may not yield
satisfactory control in many patients in terms of longer remission
in chronic urticaria (CU). This is due to inability of
Antihistamine to control the underlying pathomechanism - often
observed in CU patients with atopic background (1). Such patients
are not uncommon in clinical practice and are often associated
with elevated level of serum IgE and personal or family history
of atopy (2). CU returns immediately in those patients as soon as
the antihistamine is stopped and this is a major cause of distress
among the patients. Thus, in clinical practice, a continuing need
exists for effective and safe treatments for CU, enabling longer
remission. Atopic allergies are associated with a shift in T helper
(Th1/Th2) cytokine balance toward a Th2 response. Probiotic
like Lactobacillus Rhamnosus GG can inhibit the Th2 response,
while stimulating the production of Th1 cytokines (3,4). Vitamin D
has signiﬁcant effects on both adaptive and innate immunity
through Vitamin D receptors. It can affect T-cell activation and
antigen-presenting cells function and can down-regulate IgEdependent mast cell activation(5). The present study notes the
beneﬁts of oral supplementation with Vitamin D and Probiotic,
Lactobacillus rhamnosus GG, in patients with Chronic Urticaria
with atopic background in practice.
a with CU, having high
b total
Fifteen patients (Age: 18-29 years)
Serum IgE level associated with personal/family history of atopy
were included in the study. Patients with high Vitamin D level,
immunodeﬁciency, G.I.T. and Heart diseases and patients with
known allergy to probiotics were not included in the study. All
patients had persistent but Antihistamine-responsive urticaria;
urticaria returned immediately as soon as the antihistamine was
stopped. Patients were treated with Oral Vitamin D3 (600
IU/day) and Lactobacillus Rhamnosus GG strain, 6 Billion CFU
daily, orally, for a period of 6 weeks, along with Oral
Antihistamine on SOS basis. All patients were followed up for
additional 4 weeks after completion of oral treatment. Urticaria
was assessed with urticaria activity score (UAS).
Patients were evaluated at weekly intervals for a period of 10
weeks. Out of 15 patients, ﬁve patients were free from urticaria

42

JDA

by the end of 3 weeks; another three patients were free from
urticaria by the end of 5 weeks; and ﬁnally, two more patients
were free from urticaria by the end of 6 weeks. All these 10
patients were able to stop Antihistamine completely. Remaining
5 patients were required to continue with oral antihistamine, but
the severity of urticaria were less as reﬂected in the UAS; they no
longer required to take oral antihistamine on daily basis.
During the 4 weeks treatment free follow up period, 9 out of ten
patients (who were completely free from urticaria during trial
period), remained Urticaria free. One had milder relapse, as
reﬂected in the UAS.On the other hand, all the 5 patients who had
partial relief from urticaria during trial period, had moderate
relapse.
Chronic urticaria is a common condition where the goal of the
treatment is to reduce symptoms until spontaneous resolution
occurs.But the response to treatment is often disappointing.
Therefore, CU management is a challenging task for clinician in
practice. This small study showed that supplementation with
Vitamin D and Probiotic in Patients with Chronic Urticaria with
atopic background can cause signiﬁcant clinical improvement in
terms of longer remission and reduction in severity of urticaria.
However, larger trials are required before more deﬁnite
recommendation can be made.
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Abstract
Angioma serpiginosum is an unusual, benign vascular anomaly localized to the papillary dermis. It is characterized by minute redcoloured macules that can be arranged in various patterns. We hereby report a case of angioma serpiginosum having an atypical
presentation with respect to onset, progression and gender predilection.
Key words: angioma serpiginosum, blaschkoid, progressive, vascular anomaly

Introduction
Angioma serpiginosum is an unusual nevoid vascular anomaly
characterized by the presence of multiple, minute bright red
spots arranged in a linear, serpiginous, blaschkoid or 'small-ring'
patterns.1 The common sites of occurrence are extremities with
greater predilection for lower extremities. The disease is benign
and acquired in nature and may simulate petechiae and port wine
nevi; therefore, it needs to be differentiated from purpuric
dermatoses and other nevoid conditions.
Case report
A 25-year-old male presented to the dermatology outpatient
department with complaints of red punctate lesions over his left
arm and forearm which had been noticed around 4 years back.
The lesions started over the left upper arm and gradually
progressed to involve the arm and forearm in a blaschkoid
pattern during the course of four years. (Figure 1) Lesions were
asymptomatic and were not associated with any history of
trauma, contact allergy, fever and swelling and/or joint pain.
There was no history of exacerbation of lesions on exposure to
heat or cold. Past history and family history were noncontributory. General physical examination showed no signs of
pallor, cyanosis and lymphadenopathy and vital physiological
parameter were within normal limits.

Figure 1 : Multiple, punctate dots of angioma
serpiginosum on postero-lateral aspect of arm.
JDA

Figure 2 : Multiple, dotted vessels of angioma serpiginosum
on ﬂexural aspect of arm extending to forearm.
Unaided visual examination revealed numerous, minute, bright
red punctate dots distributed linearly over the left arm extending
to the forearm and predominantly involving extensor surfaces.
(Figure 2,3)
Diascopy of lesion demonstrated its non-blanchable character
(Figure 4). Dermatoscopic examination showed well
demarcated red, dotted pattern which depicts minute vessels
(Figure 5).
Mucocutaneous and systemic examination did not yield any
signiﬁcant ﬁndings. Ophthalmic examination showed a normal
fundus with no relevant pathology. Laboratory investigations
such as complete heamogram, bleeding and coagulation proﬁles,
renal and hepatic function tests were all within normal limits.
The lesion was biopsied and the ﬁndings revealed normal
epidermis with multiple thin-walled dilated capillaries in
superﬁcial dermis. There was no associated inﬂammatory
inﬁltrate or extravasation of red blood cells (Figure 6,7). These
features were suggestive of a vascular proliferating pathology
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Figure 3 : Multiple pinpoint red macular lesions of angioma
serpiginosum present over postero-lateral aspect of forearm

Figure 6 : Histopathology from the lesion reveals normal basket
weave pattern of epidermis along with dilated capillaries in
superﬁcial dermis without extravasation of red blood cells in the
dermis. (H & E Stain, 10X magniﬁcation)

Figure 4 : Diascopy of the lesion revealing its non-blanchable
character.

Figure 7 : Dilated non inﬂamed capillaries seen in superﬁcial
dermis with normal epidermis. (H & E Stain, 40X magniﬁcation)

Figure 5 : Dermatoscopy (Dermlite dl4 dermoscope, non-contact,
polarizing, 10X magniﬁcation) shows red lagoons which resembles
dilated capillaries.
44
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which on further clinical correlation was consistent with late
onset acquired angioma serpiginosum.
Discussion
Angioma serpiginosum, a rare vascular tumour, was ﬁrst
described by Hutchinson as a peculiar form of serpiginous and
"infective" nevoid disease in 1889 and was named by Crocker in
1894.1
It is a benign vascular anomaly which is characterized by the
presence of asymptomatic, non-purpuric, copper-coloured to
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bright red punctate lesions present over an erythematous
background which generally follow the lines of Blaschko. It
affects both genders and all ages. However, 90 percent of the
cases occur in females and 80 percent of them originate before
the age of 20years.1 Preferred sites of involvement are lower
extremities and buttocks but atypical sites such as breasts and
soles may be affected as well. Few reported cases have described
extensive involvement affecting the trunk and extremities.2,3,4
Spontaneous involution in partial or complete manner may occur
during its course.
Lesions are non-blanchable on diascopy. Dermatoscopic
examination shows minute round to oval red lagoons which
represent dilated non inﬂamed capillaries in dermal papillae. On
histopathological examination multiple dilated, thin-walled
capillaries in the dermal papillae and superﬁcial dermis are seen
with no angiogenesis. The epidermis is normal with no
extravasation of red blood cells. 5
Differential diagnosis includes unilateral nevoid telangiectasia
(linearly arranged blanching telangiectasia mostly involving
third and fourth cervical dermatomes),pigmented purpuric
dermatoses(bilateral and progressive lesions which show
lymphocytes and extravasation of RBCs with no dilated
capillaries in dermis), port wine stain(present unilaterally on
face and neck and shows capillary proliferation along with
dilatation) and angiokeratoma (red to blue colour lesions
characterized by hyperkeratosis).
Patients with angioma serpiginosum usually seek treatment for
cosmetic purposes. Available therapeutic modalities includes
pulse-dye (585 nm) and 532nm potassium-titanyl phosphate
(KTP) lasers. Both of these have shown near complete resolution
of lesions.6,7 In resource poor clinical settings, where these
facilities are unavailable, masking with cosmetics is a suitable
treatment option.
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As this is a rare disorder, the main aim of reporting this case is to
prevent misdiagnosis due to its morphological similarity with
other vascular disorders. We would like to emphasize that
dermatologists should consider this differential while dealing
with purpura and other vascular anomalies to avoid unnecessary
investigations.
How to cite this article:
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progressive blaschkoid angioma serpiginosum in an adult
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Abstract
Lupus vulgaris is one of the common forms of cutaneous tuberculosis which may be acquired exogenously by direct inoculation or
endogenously by hematogenous or lymphatic spread from an underlying focus. We report a case of lupus vulgaris presenting with giant
annular plaque with central clearing which was misdiagnosed and treated as tinea corporis for many years. Clinical suspicion of lupus
vulgaris should be kept in mind while dealing with diverse skin lesions not responding to routine treatments for long duration.
Key words: cutaneous tuberculosis, lupus vulgaris, giant annular plaque, Langhan's giant cells

Introduction
Lupus vulgaris (LV) is the most common form of cutaneous
tuberculosis accounting for about 59- 74% of cutaneous
tuberculosis cases in India.[1]Atypical presentations can result in
delay in diagnosis and treatment of lupus vulgaris. We hereby
report a case of longstanding uncommon giant annular form of
lupus vulgaris that masqueraded as tinea corporis.

Potassium hydroxide mount from the skin surface scraping was
negative for fungal hyphae. Histopathology from the plaque
showed aggregates of epitheloid histiocytes cuffed by
lymphocytes, foreign body and Langhan's giant cells in upper
and mid-dermis suggestive of lupus vulgaris[Figure 2a and 2b].

Case Report
A 47 year old male presented with a large scaly annular plaque on
his right gluteal area for 15 years. Lesion was asymptomatic and
steadily progressing in size. He was treated with various agents
elsewhere with little response, predominantly antifungal agents,
and even antibiotics and steroids, apparently with a clinical
diagnosis of tinea corporis. On examination, there was a large
well-deﬁned, hyperpigmented scaly plaque of size 50 × 45 cm in
annular pattern with relative central clearing on his right gluteal
area extending to lower abdomen above and lateral aspect of
right thigh below[Figure1].

Figure 2 : Aggregates of epitheloid histiocytes cuffed by
lymphocytes, foreign body and Langhan's giant cells in upper
and mid-dermis (H&E 10X)2b: Tuberculoid granulomas with
epitheloid histiocytes and Langhan's giant cells (H&E 40X)
Skin scraping and tissue culture for fungi and mycobacterium
were sterile. There was no personal or family history of
pulmonary tuberculosis. Chest x-ray was normal and mantoux
test reading was 12 mm after 48 hours. Patient is currently on
anti-tuberculous therapy (ATT) with daily ﬁxed dose
combination of isoniazid, rifampicin, pyrazinamide and
ethambutol with signiﬁcant clinical improvement after 3 months
of ATT[Figure3].
Discussion

Figure 1 : Annular scaly plaque with relative central clearing on
right gluteal area extending to lower abdomen above and lateral
aspect of right thigh below
46
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Erasmus Wilson coined the term “Lupus” in 1865 comparing the
ulcerating and progressive nature of lesions to a “wolf”. In
addition to Mycobacterium tuberculosis, there are reports of LV
occurring in association with M.bovis and M.xenopi.[2] LV can
occur due to dissemination of infection from an endogenous
focus in patients with moderate to high immunity by

Indian Journal of Clinical Dermatology | Volume 03 | Issue 02 | August 2020

patient had active keratotic papules along the periphery with
clear xerotic area in the centre with ﬁne scaling mimicking
classic plaque of tinea corporis.

Figure 3 : Resolution of lesion seen after 3 months of ATT
hematogenous or lymphatic spread, or by direct contiguous
spread of the infection from an underlying focus like lymph
node, bone or joint, or exogenously by direct inoculation of the
bacilli onto the skin. In European countries, majority of lesions
have been reported on the head and neck areas, whereas in India,
cutaneous TB more commonly affect buttocks,thighs and legs,
which may be due to inoculation while walking barefooted or
sitting on soil without clothes.[3]
LV usually presents as a solitary plaque which is formed by
coalescence of multiple discrete microgranulomatous papules
which are responsible for the “apple jelly” nodules on diascopy.
It may often present with scarring and atrophy at one side and
active erythematous lesions at the other end. Other common
morphological variants include hypertrophic, ulcerative, and
vegetative forms. Unusual variants described include
frambesiform, eczematous, gangrenous, annular, sporotrichoid,
lichenoid and necklace forms. [1,2] Clinical presentations
resembling port wine stain, alopecia, lichen simplex chronicus,
discoid lupus erythematosus, cellulitis etc. have been reported.[4]
Our case is unique both by its size and morphology. The larger
lesions of LV reported in literature include plaques of size 60 ×
45 cm and 30 × 25 cm.[5] Our patient had a large plaque of size 50
× 45 cm extending across his abdomen, buttock and thigh. Heo et
al. in 2010 reported a case of LV of 10 years duration over
inguinal area and buttock where the lesion mimicked tinea
cruris.[6] Another instance of LV over buttock resembling tinea
corporis was reported by Rahman et al. in 2011; however the
lesion had central atrophic area giving a clue regarding the true
aetiology at the time of presentation.[7] The large plaque in our
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When left untreated, LV can lead to disﬁguring scarring, ﬁbrosis,
joint contractures, and mutilation and tissue destruction like
nasal perforation, lymphoedema and cutaneous malignancies
like squamous cell carcinoma, basal cell carcinoma, sarcoma or
plasmacytoid lymphoma.[1]Various investigations like Mantoux
test, quantiferon gold, PCR, culture in Lowenstein-Jensen or
BACTEC medium etc. have relatively low positivity rate in LV.[2]
Non-caseating granulomas consisting of epitheloid histiocytes
and Langhans giant cells in upper dermis in histopathology
examination is suggestive of LV. Treatment of choice is ATT
which can be as per the WHO recommendations or the respective
modiﬁcations of the guidelines in each country.
Our patient had lupus vulgaris which clinically mimicked tinea
corporis resulting in a long delay in accurate diagnosis and
management. It is imperative to keep the diagnosis of lupus
vulgaris in mind while dealing with cases of diverse skin lesions
which are not responding to routine treatments for long duration.
How to cite this article:
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tinea corporis. JDA Indian Journal of Clinical Dermatology
2020;3:46-47
References
1.

Khandpur S, Nanda S, Reddy BSN. An unusual episode of lupus vulgaris
masquerading as sporotrichosis.Int J Dermatol 2001; 40:336-39.

2.

Thomas M, Antony M. Cutaneous lupus vulgaris: Bringing the wolf out
of the darkness. Glob Dermatol. 2014;1:39-44.

3.

Pai VV, Naveen KN, Athanikar SB, Dinesh US, Divyashree A, Gupta G,
et al. Aclinico-histopathological study of lupus vulgaris: A 3 year
experience at a tertiary care centre. Indian Dermatol Online J 2014;5:4615.

4.

Saritha M, Parveen BA, Anandan V, Priyavathani MR, Tharini KG.
Atypical forms of lupus vulgaris – A case series. Int J Dermatol 2009; 48:
150-53.

5.

Sacchidanand S, Sharavana S, Mallikarjun M, Nataraja HV. Giant lupus
vulgaris: A rare presentation. Indian Dermatol Online J. 2012;3:34-6.

6.

Heo YS, Shin WW, Kim YJ, Song HJ, Oh CH. Annular lupus vulgaris
mimicking tinea cruris. Ann Dermatol 2010; 22: 226-28.

7.

Rahman MH, Ansari NP, Hadiuzzaman, Nipa NI. Lupus vulgaris on the
buttock mimicking tinea corporis. J Pak AssocDermatol 2011;21:295-97.

Indian Journal of Clinical Dermatology | Volume 03 | Issue 02 | August 2020

47

CASE REPORT
Year: 2020 • Volume: 3 • Issue: 2 • Page: 48-50

LEUKEMIA CUTIS IN ACUTE PROMYELOCYTIC LEUKEMIA: A RARE ENTITY
Subhashini Konala1, Satya Saka1, Priyadarshini Dantuluri1, Seetharamanjaneyulu Kolalapudi1
1

Department of Dermatology ,Venereology and Leprosy, GSL Medical College and General Hospital, Rajahmundry , Andhra Pradesh

Corresponding Author:
Dr Satya Saka
Asso. Professor,
Department of Dermatology,Venereology and Leprosy, GSL Medical College and General Hospital,
Rajahmundry, Andhra Pradesh • Email: satyaikon@gmail.com

Abstract
Leukemia cutis is cutaneous inﬁltration by neoplastic leukocytes (myeloid or lymphoid) and indicates grave prognosis. It occurs mostly
in acute myelomonocytic (AML-M4) and monocytic (AML-M5) subtypes of acute myeloid leukemia. In acute promyelocytic subtype
(AML-M3), the skin lesions are rare but may occur after treatment with all-trans retinoic acid (ATRA).We report a case of leukemia
cutis presented with plaques with haemorrhagic vesicles in acute promyelocytic (AML-M3) subtype before starting ATRA, which is
very rare.
Key words: leukemia cutis, leukemia, promyelocytic, auer rods, all-trans retinoic acid.
Introduction
Leukemia cutis (LC) is deﬁned as cutaneous inﬁltration by
neoplastic leukocytes (myeloid or lymphoid), resulting in
clinically identiﬁable cutaneous lesions.1Erythematous to
violaceous papules and nodules are the most frequent cutaneous
lesions and majority of the cases occur after the diagnosis of
systemic leukemia. 1 It occurs mostly in acute myeloid
leukemia(AML), in subtypes - acute myelomonocytic (AMLM4) and monocytic (AML-M5).2 We report a case of leukemia
cutis presented as plaques with haemorrhagic vesicles at the time
of diagnosis of acute promyelocytic leukemia(AML-M3), which
is very rare.
Case report
A 44- year -old female presented with menorrhagia since 1
month, petechiae and haemorrhagic vesicles over legs, hands
and lips since 1 week, high grade fever and black colored stools
since 3 days and hematemesis since 1 day. History of headache,
generalised weakness and loss of appetite was present. Patient
was anaemic. There was no lymphadenopathy and
organomegaly.Cutaneous examination showed multiple
purpuric macules, plaques with central haemorrhagic vesicle of
size ranging from 1mm to 3mm involving legs, upper limbs and
lips [Figures 1-3]. Genital mucosa was normal.

Figure 1 : Multiple purpuric macules, plaques with central
haemorrhagic vesicle on both legs
48
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Figure 2 : Haemorrhagic vesicle on lip
Her haemoglobin was 5.6 gm/dl. Total white cell counts were
raised (91,600 cells/cumm) with 92% abnormal
promyelocytes/blasts.Platelets were markedly decreased
(<5,000 cells/cumm). Prothrombin time was raised (19.6
seconds). Peripheral smear showed many blasts/abnormal
promyelocytes with auer rods. Bone marrow aspiration showed
hypercellularity with many blasts/abnormal promyelocytes.

Figure 3 : Haemorrhagic vesicle on dorsal aspect of right ankle
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These cells are large with pleomorphic nuclei, nuclei showing
deep clefting, nuclear folds, kidney shaped nuclei. Cytoplasm is
moderate with many granules. Cells with multiple auer rods
(faggot cells) are also seen [Figure 4].Myeloperoxidase staining
was positive. Flow cytometry revealed cells bright positive for
CD33, myeloperoxidase; moderate positive for CD64,CD117;
heterogenous positive for CD13; dim positive for HLA-DR;
negative for B and T lymphoid antigens. These ﬁndings
suggested acute promyelocytic leukemia.

Figure 6 : Leukemic cells with pagetoid involvement of
epidermis (marked with arrow) (H&E 100x)

Figure 4 : Bone marrow aspiration showing abnormal
promyelocytes with pleomorphic nuclei and moderate
cytoplasm with many granules. Few cells with multiple auer
rods are also seen (marked with arrow) (faggot cells)
(Leishman stain 100 x).
Histopathology of haemorrhagic vesicle showed large
subcorneal cleft ﬁlled with RBCs and leukemic cells. The
leukemic cells are round to oval mononuclear cells having
irregular/angulated/folded hyperchromatic nuclei with scanty to
moderate dense cytoplasm. The adjoining dermis also showed
inﬁltration by similar leukaemic cells with pagetoid involvement
of epidermis [Figures 5-8].During her course in the hospital,
patient was actively managed with multiple platelet
transfusions, packed red cells, tranexamic acid, norethisterone,
allopurinol, and all-trans retinoic acid (ATRA). Patient suddenly
developed intraventricular haemorrhage after 2 days and could
not be revived.

Figure 7 : Leukemic cells in the subcorneal vesicle
(marked with arrows) (H&E 100x)

Figure 8 : Leukemic cells in dermis (marked with arrow)
(H&E 100x)

Figure 5 : Skin biopsy of haemorrhagic vesicle from the leg
showing large subcorneal cleft ﬁlled with RBC's and leukemic
cells with involvement of adjoining dermis by similar leukemic
cells (H&E 10x)
JDA

Discussion
Cutaneous lesions in acute myeloid leukemia indicates grave
prognosis. Without cutaneous lesions, the survival rate is 30% at
2 years, as compared to 6% in patients with cutaneous
lesions.3Leukemia cutis in acute myeloid leukemia is rare and
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the incidence ranges from 2.9 to 3.7%.3Mostly, leukemia cutis
occurs after or in tandem with the diagnosis of systemic
leukemia. Rarely, it can present prior to the involvement of bone
marrow or peripheral blood and this type is termed as “aleukemic
leukemia cutis or primary extramedullary leukemia”.
Chemokine integrin and other adhesion molecules may play a
role in skin speciﬁc migration of leukemic cells.3 Cutaneous
lesions in leukemia can be speciﬁc or nonspeciﬁc [Table 1]. 3-7
Speciﬁc skin lesions are those which are characterized by
leukemic inﬁltrates and may be diagnosed as leukemia cutis by
histopathology examination, irrespective of the clinical
morphology,8 whereas nonspeciﬁc skin lesions are those that do
not show leukemic cell inﬁltrates.

How to cite this article:

Table 1. Cutaneous lesions in leukemia
Speciﬁc lesions (leukemic cells inﬁltrates)

Non speciﬁc lesions (leukemids)

1. Leukemiacutis :
1. Secondary to marrow failure:
• Erythematous to violaceous or skin
• Thrombocytopenic purpura:
colored macules, papules, plaques,
petechiae, ecchymosis
nodules. (most common)
• Infections: herpes simplex, herpes
zoster, cutaneous mycoses, echthyma
• Exanthematous eruptions
gangrenosum, furunculoses
• Erythroderma
• Purpura
2. Paraneoplastic or reactive lesions:
• Bullae and vesicles (haemorrhagic)
• Chronic generalised pruritus
• Ulcers
• Pyoderma gangrenosum, Sweet’s
• Swelling
syndrome,Vasculitis
• Presenting as ﬁgurate erythemas,
• Acquired ichthyosis
guttate psoriasis, vitiligo, stasis
• Paraneoplastic pemphigus
dermatitis and ulcer, seborrheic
dermatitis, butterﬂy -like rash, leonine
• Exfoliative dermatitis
facies, ﬁnger tip hypertrophy, chronic
3. Due to treatment(chemotherapy):
paronychia, subungual leukemia
cutis, sister mary joseph nodule,
• Drug eruptions, alopecia, stomatitis,
disseminated herpes zoster,
acral erythema, neutrophilic eccrine
umbilicated lesions. (unusual
hidradenitis, eccrine squamous
presentations)
syringometaplasia, graft-versus-host
disease, palmar-plantar
• Gingival hypertrophy (AML-M4 and
AML-M5
erythrodysesthesia
• Can occur at the sites of prior or
present inﬂammation like trauma,
herpetic lesions, intravenous
catheters, recent surgical sites.

Skin involvement is mostly seen in acute myelomonocytic
(AML-M4) and monocytic (AML-M5) subtypes of acute
myeloid leukemia.Acute promyelocytic leukemia (APL), a
subtype of AML is due to translocation between chromosomes
15 and 17 t(15;17)(q22;q21) and fusion between the PML gene
and the retinoic acid receptor alpha gene, RARa. APL is
commonly seen in adult age group and present with cytopenias,
coagulopathies, and bleeding diathesis.9 Leukemia cutis in APL
is extremely rare.Only few cases of APL presenting with LC
have been reported and all of them presented with LC after
receiving all-trans retinoic acid (ATRA) treatment.5Incidence of
extramedullary disease is increased in cases treated with ATRA
during relapse, may be due to an increase in expression of
adhesion molecules.5 In contrast, our patient presented with
lesions of leukemia cutis at the time of diagnosis and even before
starting ATRA. Shvartsbeyn et al reported multiple dermatomal
plaques, clinically treated as multifocal herpes zoster
initially.5Markowski et al reported erythematous, nontender,
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indurated plaques with necrotic centers.10In both these cases,
skin lesions developed before initiation of ATRA.
Extramedullary involvement presenting as cutaneous lesions
prior to treatment is extremely rare, which was also seen in our
case.
Conclusion
In acute promyelocytic subtype, the skin lesions are very rare
and most often reported after treatment with ATRA. However, in
our case speciﬁc lesions with leukemic cells in epidermis and
dermis are seen even before any treatment, which is again very
rare. Awareness and high suspicion will help in the diagnosis of
such rare cases.
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Abstract
Herpes zoster is characterized by vesicular eruptions over a speciﬁc dermatome caused by reactivation of varicella zoster virus in dorsal
root ganglion during an immunocompromised state. Rarely, it can be multidermatomal in distribution. Usually an afﬂiction of elderly, it
is rarely seen in otherwise healthy children also and the complications are even rarer in children. Here we describe a case of a10-year-old
healthy male patient with herpes zoster affecting the left S2-S3 dermatomes along with penoscrotal swelling as its complication. This
case is being reported for the one of its kind of complication of herpes zoster.
Key words: Herpes Zoster, Children, Penoscrotal swelling, complication
Introduction
Herpes zoster is a disease characterized by vesicular eruptions
caused by human herpes virus 3;varicella zoster virus(VZV).
First episode by VZV causes chickenpox and it becomes latent
in the dorsal root ganglion. The reactivation of this virus
causes herpes zoster usually over a speciﬁc dermatome but in
special scenarios, it can be multidermatomal in
distribution.Herpes zoster is usually a disease of elderly when
there is frequent immunosuppression due to comorbid
diseases. It is considered to be rare in children, though the
incidence seems to be increasing. Complications are even rarer
in children. Here we describe a case of a 10-year-old male child
with crusts on left side of penis, scrotum along with signiﬁcant
penoscrotal swelling along with crusted lesions on left buttock
and thigh. We report this case for a rare complication of herpes
zoster seen in a healthy child.
Clinical Case
A 10-year-old male child presented to our OPD with
complaints of swelling and pain over penis and scrotum
associated with raw areas over left side of penis, scrotum and
buttock extending to the thigh for 7 days. On probing, the
parents gave history of vesicles over the same sites 10 days
back for which they had consulted some nearby doctor. There
was a history of difﬁculty in micturition because of pain but
there was no complain of discharge per urethra. There was no
history of immunization with varicella vaccine or history of
chickenpox in childhood. There was no history of recent
contact with any chickenpox or herpes zoster patient. On
examination, there were few tiny discrete vesicles on an
erythematous base on left side of penis and scrotum along
with diffuse swelling over penis and scrotum, imparting a
ram's horn penis appearance (Figure 1a). There were
erosions over left side of penis and scrotum covered with
hemorrhagic crusts and they did not cross the midline
(Figure 1 a). There were multiple discrete to grouped
erosions covered with crusts and two ulcers (2.5x2 cm over
left buttock; 2x1.5 cm over lumbosacral area) present over
left lumbosacral area, buttock extending up to upper
thigh(S2-S3 dermatome)[Figure 1b].
JDA

Figure 1 : (a) Crusted lesions over penis and scrotum with
swelling of penis (Ram's horn penis appearance) and scrotum,
(b) Multiple discrete to grouped erosions covered with crusts
and two ulcers (2.5x2 cm over left buttock; 2x1.5 cm over
lumbosacral area) present over left lumbosacral area, buttock
extending up to upper thigh ( S2-S3 dermatome).
The child was admitted, and investigations were done. A
paediatrician's opinion was sought to rule out any systemic
illness or cause of immunosuppression. Routine investigations
including complete hemogram, liver function and renal function

Figure 2 : (a) Decrease in the swelling and healing erosions on
left side of penis and scrotum with reappearance of scrotal
rugosities, (b) Healing lesions with superﬁcial erosion on left
buttock and left thigh.
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tests were normal. Serum HIV was non-reactive.The patient was
started onoral acyclovir(20mg/kg/ dose, 5 times a day),
empirical oral antibiotics and analgesics which were given for 7
days. Regular cleaning of the ulcers with normal saline followed
by scrotal dressing and bandaging was done for 7 days. General
advice regarding increased water intake and avoidance of
unnecessary movements were given. The lesions started
improving from the third day of treatment. By ﬁfth day, the
swelling over penis and scrotum had decreased signiﬁcantly
with reappearance of scrotal rugosities (Figure 2 a). Erosions
were revealed at the sites of severe crusting and patient was
advised to apply topical mupirocin ointment (Figure 2 b). At the
end of 7 days, lesions had improved signiﬁcantly, and the patient
was discharged with the advice of continuing topical antibiotic.
Discussion
Herpes zoster is a viral infection caused by human herpes virus 3
also known as varicella zoster virus. Primary infection occurs in
the childhood and isknown as chickenpox, which is
characterized by multiple well-deﬁned discrete ﬂuid ﬁlled
vesicles on erythematous base all over the body. The virus
becomes latent in the dorsal root ganglion and during the state of
immunosuppression, it travels through the nerves to skin and
causes vesicular eruptions on skin over a single dermatome,
known as herpes zoster or shingles.
Rate of incidence of herpes zoster is 3.40 cases per 1000 persons;
in children <10 years, it is 0.74/1000.[1] However, it is seen that
the incidence of herpes zoster in children is on a rise. Earlier it
was presumed that childhood herpes zoster was a marker of
severe immunosuppression in children due to malignancy,
especially acute lymphatic leukemia, but recent studies have
refused this hypothesis. Only about 3% of cases of malignancy
were found to be associated with herpes zoster.[2]
This rise in the incidence of herpes zoster in children may be due
to primary varicella infection acquired in utero or postnatally
when the immunity of the child is not fully developed.[3]
According to Terada et al, the immune status of the child at the
time of acquiring varicella infection is the most important factor
in determining childhood zoster. A decrease in lymphocytes and
natural killer cells (NK cells) in childhood leads to reactivation
of the virus.[4]
The most common dermatomes involved are thoracic (50%)
dermatomes while sacral dermatome was less involved.[2,5] The
common complications include secondary bacterial infections,
corneal involvement in zoster ophthalmicus and Ramsay Hunt
syndrome. Rare complications like meningoencephalitis,
polyradiculitis, Guillain-Barre syndrome, disseminated zoster
and pneumonia may occur in immunosuppressed individuals.[6,7]
Sacral involvement can lead to acute urinary retention due to
detrusor areﬂexia.[8] Post-herpetic neuralgia which is observed in
the adults is not observed in the children.[9]Though herpes zoster

can be diagnosed clinically, important differentials include
bullous insect bite hypersensitivity reaction, zosteriform herpes
simplex and bullous impetigo.[3]
Treatment includes oral acyclovir 20mg/kg/dose ﬁve times a day
for 5-7 days. Alternatives are valacyclovir and famciclovir
which have good oral tolerability and greater efﬁcacy.[10] These
drugs have been proven to reduce the severity and duration but
unfortunately, they cannot prevent post herpetic neuralgia. [11,12]
There are many case reports and series regarding the prevalence
of herpes zoster in pediatric population, but only a few report the
involvement of sacral dermatome. Complications of herpes
zoster are rare in children and penoscrotal swelling occurring
secondary to herpes zoster in children is still yet not described in
the literature to the best of our knowledge. Hence, we describe a
case of a young healthy child with herpes zoster involving left
S2-S3 dermatome and penoscrotal swelling for the rarity of this
complication.
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