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acute edematous erythema resembling cellulitis with spontaneous 
morphea‑like resolution, occasionally nodules or blisters, and may 
be accompanied by arthralgia, malaise, and fever.

In our patients, the clinical and histological findings were consistent 
with exaggerated bite‑like reactions; no morphea‑like resolution 
was observed, and on histology, the presence of vasculitis and the 
absence of flame figures were not characteristic of Wells syndrome. 
Differential diagnosis was also made of specific cutaneous lesions of 
chronic lymphocytic leukemia, bullous pemphigoid, and pemphigus 
vulgaris.

Systemic steroid (prednisone 40 mg/day or more) together with oral 
antihistamine was a successful mode of therapy for all our patients.

Knowing the clinical and histological aspects of exaggerated insect 
bite‑like reactions is important for a proper and early diagnosis and 
could be helpful in detecting associated hematologic malignancies 
if not yet been diagnosed.
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Dermoscopy and scanning electron microscopy in two cases 
with hair shaft damage secondary to hair straightening
Sir,
We present two cases of hair shaft damage, apparently induced by 
physical and chemical factors, showing characteristic features on 
dermoscopy and scanning electron microscopy.

Two female patients, 21 and 18 years of age, both with a primarily 
curly hair type, presented to the dermatology out‑patient department 
with complaints of hair breakage, which became worse over 
the last few weeks. Both patients gave a history of frequent hair 
straightening using both thermal and chemical means. The patients 
were also using shampoos frequently. There was no history of hair 
colouring in both the patients. Both patients were otherwise healthy, 
with no other significant skin or systemic disease. There was no 
family history of any significant hair, skin, or systemic disorders.

Clinical examination revealed relatively normal hair density 
[Figures 1a and 2a] with brittle hair and a few isolated nodes. 
Dermoscopy of the hair shaft showed intermittent bright yellow areas 
over the hair shaft and trichorrhexis nodosa [Figures 1b and 2b]. 
Trichoptilosis was also seen. Scalp examination was otherwise 
normal. Light microscopy using a dissection microscope (10×–50×) 
showed varying degrees of hair shaft damage – including 
trichorrhexis nodosa and trichoptilosis [Figures 1c and 2c]. There was 
no evidence of any bubbles in the hair. Scanning electron microscopy 
(scanning of platinum‑coated hair specimens was carried out using 
a scanning electron microscope Model: JSM 6390 LA, JEOL, at 
15–20 kV) showed various stages of hair shaft damage ranging from 
irregular overlay and lifting up of the cuticle to the typical fractured 
hair shaft in an area of trichorrhexis nodosa [Figures 1d, 1e, and 2d].
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Figure 1: (a) Patient A: Clinical image showing relatively normal hair. (b) Patient A: Dermoscopy polarized light DermLite Foto II Pro with Canon 
650D SLR showing multiple area of yellowish discoloration, weathering, and fractured ends ×100. (c) Patient A: Dissection microscopy showing trichorrhexis 
nodosa ×200. (d)  Patient A: Scanning electron microscopy showing trichorrhexis nodosa ×500. (e) Patient A: Scanning electron microscopy showing cracks 
in the hair shaft (Patient A) ×1000
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Laboratory investigations of both patients – including complete 
blood count, iron and ferritin levels, thyroid functions tests and 
vitamin D levels – were within the normal limits.

A clinical diagnosis of hair shaft damage secondary to chemical 
and physical factors was made and both patients were advised 
to completely stop hair‑straightening procedures, as well as 

minimize the use of shampoos. Regular use of hair conditioners 
was advised.

Hair shaft damage secondary to hair straightening has been reported 
to be common in people of African descent. Hair straighteners can 
remove the monomolecular layer of fatty acids covalently bound 
to the cuticle, leading to changes in water permeability and hair 
shaft damage. The breakage and rearrangement of disulfide bonds 
can also contribute to hair shaft damage.1,2 The risk for such hair 
shaft damage is more in curly hair seen in people of African descent. 
This is partly due to inherent factors, like a relatively low level of 
cysteine in the hair.3,4 Recently, dermoscopy has been shown to be a 
useful tool in detecting the hair shaft damage early.1,5

We propose that the yellow areas seen on dermoscopy probably 
indicate early signs of hair shaft damage – areas that are likely to 
develop complete fractures later. Although the trichoscopic features 
of damaged hair have been well described, to the best of authors’ 
knowledge, the intermittent yellowish pat ches on the hair shaft 
on polarized light dermoscopy as a possible early marker of shaft 
damage has not been previously described. These two cases highlight 
the usefulness of dermoscopy in assessing the extent of hair damage 
in patients presenting with significant hair shaft damage secondary 
to chemical or physical factors.
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Figure 2: (a) Patient B: Clinical image. (b) Patient B: Dermoscopy polarized 
light DermLite Foto II Pro with Canon 650D SLR showing multiple area of 
yellowish discoloration, weathering, and fractured ends ×100. (c) Patient B: 
Dissection microscopy showing trichoptilosis ×200. (d) Patient B: Scanning 
electron microscopy showing irregular overlay and lifting up of cuticles ×1500
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Giant congenital Becker’s nevus overlying a plexiform 
neurofibroma: Merely a coincidence or more than it?
Sir,
Neurofibromas are commonly associated with various pigmentary 
skin lesions. Becker’s nevus overlying a neurofibroma has been 
rarely described in the literature. Here, we report a rare case of giant 
congenital Becker’s nevus overlying a plexiform neurofibroma in a 
young man without any manifestations of neurofibromatosis type I.

A 22‑year‑old man presented with an asymptomatic, non‑progressive, 
large hyperpigmented patch over the back since birth. At the age 
of 15 years, he started developing coarse terminal hair on this 
hyperpigmented patch associated with multiple asymptomatic 
papular lesions. Since 2 years, he also appreciated an insidiously 
increasing, asymptomatic, soft swelling on mid‑back under the 
hyperpigmented patch. Examination showed large brown, macule 
measuring 54 × 34 cms with splashed geographic margin, involving 
almost the entire back, with increased coarse terminal hair over it. 
On the mid‑back, there was an ill‑defined, 30 × 18 cms, elevated 
soft plaque with a ‘bag of worm’ feeling on palpation. Hairs were 
relatively sparse on the plaque. Multiple acneiform papules were 
also seen on the patch [Figure 1]. Other mucocutaneous sites and 
systemic examination were within normal limits. A biopsy from 
the soft plaque showed a pan‑dermal spindle cell proliferation 
with slender, thin, wavy, tapering nuclei. There were multiple mast 
cells interspersed between spindle cells [Figure 2a and b]. Special 

staining with S100 showed strong positivity in the mid and deep 
dermis [Figure 3]. Overall, histopathology was suggestive of 
neurofibroma. Biopsy from the hyperpigmented macule showed 
elongated and squared rete ridges with basal layer hyperpigmentation, 
suggestive of Becker’s nevus [Figure 4]. On clinicopathologic 
correlation, diagnosis of giant Becker’s nevus overlying a plexiform 
neurofibroma was made.

Becker’s nevus also known as Becker’s melanosis, Becker’s 
pigmentary hamartoma, or pigmented hairy epidermal nevus 
is a cutaneous hamartomatous disorder characterized by a 
hyperpigmented macule with irregular “splashed” margins and 
overlying hypertrichosis. It is commonly present on the upper trunk 
with a prevalence of 0.5% in the general population as observed in 
a large French study.1 The role of androgens have been elucidated 
in the pathogenesis of Becker’s nevus, as evidenced by its male 
preponderance, peripubertal development, overlying hypertrichosis, 
and occasional acneiform lesions, and rare association with accessory 
scrotum and breast hypoplasia.1,2 Only few cases of congenital 
Becker’s nevus have been described in the literature, as was seen in 
our case, although hypertrichosis developed during puberty.3

Several dermatoses occur within Becker’s nevus that includes 
smooth muscle hamartoma, malignant melanoma, melanocytic 
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