
187Indian J Dermatol Venereol Leprol | March-April 2010 | Vol 76 | Issue 2

Letters to the Editor

may be the mechanism of bone loss due to retinoids. [2,3] 
Administration of retinol with alendronate sodium, 
a direct potent inhibitor of osteoclasts action,[3] 
lessened the preventive action of alendronate on the 
development of osteopenic changes in the skeletal 
system of ovariectomized rats.[6]

We herein suggest a hitherto unexplained mechanism 
for retinoid osteoporotic adverse effect and increasing 
risk of bone fractures that could lead to novel 
preventive strategies. 

The aminoacid homocysteine (Hcy) is metabolized in 
the liver by cystathionine beta-synthase.[7] Hcy levels 
are shown to be elevated in patients on isotretinoin 
treatment for acne, which may be due to the inhibition 
of cystathionine beta-synthase by the drug and/or the 
drug-induced liver dysfunction.[7,8] Elevated levels 
of Hcy have been linked to increased fracture in the 
elderly and have been suggested as a new risk factor 
for osteoporosis.[9,10] Epidemiological and randomized 
clinical trials suggest that hyperhomocysteinemia 
increases fracture risk, but has minor effects on bone 
mineral density. Hcy has been found to accumulate in 
the bone by collagen binding and stimulate osteoclasts 
but not osteoblasts, thereby inducing a shift of 
bone metabolism toward resorption. In addition, 
hyperhomocysteinemia seems to have adverse effects 
on extracellular bone matrix by disturbing collagen 
crosslinking.[9]

So, putting these facts altogether, it could be suggested 
that retinoid-induced hyperhomocysteinemia may 
account for osteoclast overactivity, osteoporosis, and 
increased risk of bone fracture associated with retinoid 
use. Daily supplementation with vitamin B12 and folate, 
which are the cofactors of the enzymatic reactions 
involved in Hcy metabolism, can lower plasma 
levels of Hcy[7] and prevent osteoporosis[11] induced 
by retinoid and other potential untoward effects of 
hyperhomocysteinemia such as atherosclerosis.
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Slit-skin smear in diagnosis of Slit-skin smear in diagnosis of 
cutaneous mastocytomas cutaneous mastocytomas 

Sir,
Cutaneous mastocytosis occurs relatively commonly 
in infants and children. It presents clinically in several 
distinct forms. Large mast cell aggregates in the form 
of solitary or multiple mastocytomas are observed 
most frequently, and arise most commonly in infants. 
The diagnosis of mastocytosis is made on the basis 
of history and clinical presentation and is confirmed 
by histopathologic examination of the lesional skin 
specimen obtained by a skin biopsy. [1]

We report here two illustrative cases of cutaneous 
mastocytoma diagnosed with slit-skin smear 
examination and discuss the advantages of the slit-
skin smear test in the diagnosis of mastocytoma.
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The first case was a 6-month-old male infant presented 
with slowly growing asymptomatic nodular growths 
on his back since birth. Clinical examination revealed 
yellowish-brown, round-to-oval, multiple nodules. 
Inflammatory flare characterized with redness and 
swelling was observed in the lesions after scratching 
[Figure 1A]. Systemic examination was unremarkable, 
and routine laboratory tests were within normal limits. 
Slit-skin smear specimens were obtained from the most 
remarkable lesion. After cleaning with the alcohol, the 
lesion was grasped between the thumb and forefinger 
of the non-dominant hand until the site was blanched. 
About 5 mm long and 3 mm deep incision was made 
with Bard Parker No 15 blade and scraped inside 
the cut with side of the scalpel to obtain tissue and 
pulp. Microscopic examination of the slit skin smears 
stained with Giemsa stain showed degranulated mast 
cell accumulations [Figure 1B]. 

The second case was an 11-month-old male infant 
presented with a slowly growing plaque on his chest 

Figure 1: (A) Urticated, yellowish-brown nodules on the lower 
back. (B) Slit-skin smears were taken shortly after the lesion has 
been scratched, noted degranulated mast cells accumulation 
(May-Giemsa stain; original magnifi cation: 1000x)

A

B
Figure 2: (A) Flesh-colored indurated plaque on the left side of the 
chest. (B) Photomicrograph of a slit-skin smear showing mast cells 
accumulation (May-Giemsa stain; original magnifi cation: 400x)
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that had been present since birth. Clinical examination 
revealed solitary, flesh-colored, measuring 3 × 2 cm 
in size, indurated oval plaque on the left side of his 
chest [Figure 2A].  An urticarial attack associated with 
transient redness and swelling in the lesion 3 days earlier 
was reported by his mother. His systemic examination 
was unremarkable, and routine laboratory tests were 
within normal limits. Slit-skin smear specimens were 
obtained from the lesion. Microscopic examination of 
the slit skin smears stained with Giemsa stain showed 
mast cell accumulations [Figure  2B]. 

Based on cytologic findings and clinical data of both 
cases, the definitive diagnosis of mastocytoma was 
made.

Mastocytosis is a group of disorders characterized 
by mast cell proliferation and accumulation within 
various organs, most commonly in the skin. The 
term mastocytoma has been used to describe nodular 
infiltrates of mast cells occurring as a single or 
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several isolated lesions. Clinically, it is characterized 
with a single or several, red to reddish-brown 
minimally infiltrated nodule or plaque. Darier’s sign 
is present in the majority of patients with cutaneous 

mastocytosis. [1- 2]

Recognition of mastocytoma can be difficult, especially 
in patients who do not have the characteristic skin 
lesions and Darier’s sign. The clinical differential 
diagnosis includes congenital nevus, juvenile 
xanthogranuloma, xanthoma, spitz nevus, insect bite 
reaction, and nodular scabies. Definitive diagnosis of 
mastocytoma requires histopathologic examination of 
the lesional skin specimen obtained by a skin biopsy. 

Diagnostic cytology is a relatively new science. As 
a method for the diagnosis of cutaneous disorders, 
cytology was first used by Arnoult Tzanck in 1947, for 
the diagnosis of vesiculo-bullous disorders. [3] Since 
then, cytology has been widely used by dermatologists 
in the diagnosis of various cutaneous dermatoses.[4-5]

A definitive diagnosis of mastocytoma can be made by 
slit-skin smears stained with toluidine blue or Giemsa 
stain used to identify mast cells that are characterized 
by the presence of metachromatic granules in their 
cytoplasm. 

Slit-skin smear in infants and small children can 
be performed successfully, safely, and easily. In this 
cytodiagnostic technique, a sample of material is 
collected from a tiny cut in the lesional skin, placed 
on a glass slide, stained, and then examined under 
microscope. Local anesthesia is not required. 

We suggest that slit-skin smear examination in 
clinically suspected cases of mastocytoma may prove 
to be a rapid, non-invasive technique to support the 
diagnosis.
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Non-occupational contact Non-occupational contact 
dermatitis to cigarette dermatitis to cigarette 

Sir,
Hand dermatitis is common in dermatology practice, 
but it is quite uncommon to find an allergen 
responsible for it, even though one has a good contact 
dermatitis investigation and diagnosis set up. Hence, 
it becomes very important for a clinician to spare some 
time getting a detailed history so as to shortlist some 
of the possible allergens in patient day-to-day life. 
Cigarette smoking is a common habit and an addiction. 
Cigarettes are known to contain potent carcinogens 
and their smoke contributes to many chronic and 
potentially fatal diseases. Cigarette-induced allergic 
contact dermatitis (ACD) is uncommon. The following 
case, therefore, seems worthy of description. 

A 67-year-old-male presented with pruritic, red, scaly 
patches on second and third finger of right hand since a 
couple of months. On examination, erythematous scaly 
patches of size around 2 cm × 2 cm were seen on adjoining 
surfaces of proximal phalanx of second and third fingers 
[Figure 1]; slight erythema was also noted on an identical 
location on fingers of the left hand [Figure 2]

All the possible causes of hand dermatitis were looked 
for and then a factor too often missed in dermatology 
history taking was enquired about, i.e. habits and 
addictions. He was a chronic cigarette smoker. While 
smoking he used to hold cigarette between second and 
third fingers of the right hand and sometimes in the 
left hand. He was using filter cigarettes of a specific 
brand since 30 years. He did not have lesions on lips 
or any other areas such as nose and cheeks, which are 
likely to be involved in cigarette dermatitis. 

Indian standard patch test series (CODFI) and an 
additional patch test to check which of the cigarette 
constituents were responsible for ACD were done. 
Unsmoked tobacco, smoked tobacco, smoked filter, and 
filter paper were used ‘as is’ with white soft paraffin 
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