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improve the disease. Two years on, with the disease 
still showing no signs of remission, we introduced 
cyclosporine at 4 mg/kg/day.[3] He showed a remarkable 
improvement, enough to reduce his steroid dose to 
2.5 mg/day, but the prohibitive cost of the medication 
resulted in its discontinuation. The ensuing flare-up 
was severe.  With few options remaining, thalidomide 
was introduced at approximately 3 mg/kg/day  
[Figure 3a] with a cessation of pruritis within a 
week, and a clearing up of all lesions within a month 
[Figure 3b]. This dose was continued for a year and it 
allowed the steroid dose to be tapered to 2.5 mg/day. 
After a one-year complete disease-free  period, he 
developed intractable leg pain which was unresponsive 
to non-steroidal anti-inflammatory agents. On 
discontinuing, his pains disappeared and reappeared on 
starting thalidomide again. Within two days of stopping 
the drug, the disease relapsed in a milder form. He was 
then maintained on a cocktail of 25 mg dapsone, 2.5 mg 
prednisolone, cefadroxil 500 mg and hydroxyzine 10 
mg which he is on till date. Any change in this results 
in a flare-up of the disease. In 2009, our patient was 20 
years old with active disease.

Dapsone is considered to be the drug of choice for 
LABD. Combination with cimetidine increases its 
tolerance and reduces hemato-toxicity by inhibiting the 
formation of hydroxylamine metabolites of dapsone.[1]

In our patient, cyclosporine, as a second-line drug, 
was successful in controlling the disease compared to 
other usually listed drugs. This is consistent with the 
observation of Young HS and Coulson IH.[3]  Although 
thalidomide has been tried in pemphigus vulgaris, 
cicatricial pemphigoid and Hailey-Hailey disease, 
there are no reports of its use in the treatment of LABD. 
We had a dramatic response with thalidomide with 
total clearance in one month, and while on treatment, 
he was disease-free for one year.  We postulate that 
it could be working by inhibition of Interleukin-12 
which is a potent pro-inflammatory cytokine.[4] 
Thalidomide can be considered as a therapeutic 
option in resistant cases. A point of caution is to watch 
out for signs of neuropathy which could become  
irreversible.[5] The persistence of disease in our 
patient represents the possibility of a childhood 
LABD continuing into adult form of the disease and 
presenting a therapeutic dilemma.
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Use of a wood’s lamp as a Ultra-
Violet light source to improve 
the speed and quality of suction 
blister harvesting

Sir,
Suction blister grafting (SBG) is an established 
modality of treatment for stable vitiligo. One of the 
major limitations of SBG is the time taken for the 
blister production. Different options have been tried 
to improve the speed and quality of blisters created – 
like cryo, ultraviolet (UV) light,[1] Infrared light[2] and 
injection of local anesthetic over the donor site.[3] We 
aimed to study whether a relatively cheap and handy 
instrument like a Wood’s lamp can be used as a UV 
source to improve suction blister harvesting. Eight 
patients with stable vitiligo were selected for blister 
harvesting and grafting. All the blisters were raised 
using 20 cc syringes with the same vacuum pressure 
(350 mm of Hg, with a microdermabrasion machine 
used to create the vacuum[4]) and the antero-lateral 
aspect of both thighs was used as the donor site in all 
cases. In all patients one of the thighs was exposed to a 
Wood’s lamp for 20 min (without the UV tubes touching 
the skin). The vacuum was released simultaneously at 
both test and control sites when sufficient number of 
blisters of an adequate size were produced. Complete 
blisters[5] were further scored for quality of blisters – 
based on uniformity and size, arbitrarily from 1 to 
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3. Suction blisters were attempted to be raised at 58 
sites, eight sites did not produce any blistering (three 
irradiated and five non-irradiated sites), of the rest, 
complete blisters were formed in 37 sites of which 
24 were from the UV-irradiated site while 13 were 
from the non-irradiated site. For the blister quality -65 
points were obtained for the irradiated sites (average 
2.7), and 30 points for non-irradiated sites (average 
2.3). Another interesting incidental observation 
was that time taken for uniform pigmentation in the 
recipient site was lesser for sites in which the graft was 
taken from the irradiated sites only. (This was only a 
casual observation as we found complete pigmentation 
within two months in at least two cases where the graft 
used was only from the irradiated site. We agree that 
it might have been only coincidental). A Wood’s lamp, 
we suggest, might be a handy and effective modality 
to speed up blister formation as well as to improve the 
quality of the formed blisters. 

One of the major limitations of SBG for vitiligo is the 
time taken for blister formation. The patient has to 
remain with the suction syringes/cups kept on for at 
least 2-3 h. Various methods have been tried in the 
past to reduce the time taken for blister formation. 
Hanafusa et al, have reported that the injection of 
local anesthetic sub-epidermally can not only reduce 
the blister production time but also ensures that the 
patient feels much more comfortable and pain-free. 
The injection of local anesthetic in the blister site 
is routinely done in most centers, though the site is 
often not sub-epidermal.[3] According to Gupta et al, 
the Suction Blister Induction Time (SBIT) is directly 
proportional to the diameter of the suction syringe. 
The other important factors mentioned in their article 
include – the site of the suction blister, age of the 
subject, amount of vacuum created, temperature, 
intradermal injection of saline, corticosteroid-induced 
atrophy, and pretreatment of the site with PUVA  
(Psoralens with Ultra-Violet-A). Use of 10 or 20-ml 
syringes as suction cups and 300 mmHg pressure were 
considered optimum by Gupta et al.[1] As mentioned 
earlier, in our study too temperature might have had 
a role as all the patients felt some amount of heat 
when Wood’s lamp was applied. Laxmisha et al, have 
interestingly mentioned the use of an infrared lamp 
for improving SBIT. Possibly here too heat might have 
played a role.[2]

UV irradiation is known to result in marked changes 
in skin connective tissue, such as degeneration of 
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collagen, and abnormal elastosis. The mechanism of 
connective tissue damage and blister formation by 
UV has not been clarified in detail. Both both UVB 
and PUVA increase the levels of gelatinases in human 
skin which might have a role in inducing secondary 
connective tissue damage and blistering.[6]

The incidental finding of better pigmentation we 
mentioned in our study might possibly be explained 
by the Immediate Pigment Darkening (IPD) induced 
by UV light. When human skin is irradiated with UV 
radiation (340-400 nm) there is an immediate pigment 
response, termed Immediate Pigment Darkening 
(IPD). Proposed mechanisms of IPD are controversial. 
They include photooxidation of "premelanin," 
changes in the distribution pattern of microfilaments 
and microtubules, movement of melanosomes 
to melanocyte dendrites, increased transfer of 
melanosomes to keratinocytes, and changes in the 
melanosome distribution pattern in keratinocytes.[7,8]

Could it be that UV exposure may thus actually 
increase the yield in terms of melanin production over 
the recipient site?

Wood’s lamp was used basically because it is a cheap 
and handy device (compared to something like Narrow 
B and UV-B tubes). The only aim was to study whether 
something cheap and handy like Wood’s lamp can 
actually help in improving suction blister harvesting.

The major limitation of the study, apart from being 
a pilot study, is that we could not rule out the effect 
of heat, which all patients had felt when they were 
exposed to Wood’s lamp, which itself might have 
contributed to improving blister formation.
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Ulcerative subcutaneous 
zygomycosis: Development 
of hypothyroidism induced by 
potassium iodide (Wolff-Chaikoff 
effect)

Sir,
Chronic subcutaneous zygomycosis (Phycomycosis, 
Entomphthoro-mycosis) is an uncommon 
subcutaneous mycosis caused by ubiquitous molds of 
the order Entomopthorales.[1,2] Rational management 
of such uncommon mycoses requires confirmation 
of diagnosis by demonstrating fungal elements on 
histopathology as cultures are not always positive.[3] We 
came across an unusual presentation of subcutaneous 
zygomycosis that responded well to a combination 
of potassium iodide and itraconazole administration 
followed by skin grafting. Hypothyroidism was 
encountered as a side effect of potassium iodide 
therapy and has been reported infrequently in the 
dermatology literature.[4]

A 29-year-old, non-diabetic housewife hailing from 
West Bengal presented with a large fungating mass over 
left upper arm and shoulder of eight months duration. 
[Figure 1] There was no history of trauma or surgical 
intervention of the involved extremity. There was no 
history suggestive of tuberculosis or significant contact 
with a tuberculosis patient. Patient gave no history 
of taking steroid or immunosuppressant drugs. On 

examination, there was a large fungating ulcerated 
mass occupying the whole left upper arm and axillary 
fossa. The mass showed areas of hemorrhagic crusting, 
necrosis and purulent discharge. The skin around the 
mass showed diffuse, erythematous and indurated 
swelling of approximately 25 cm in diameter extending 
upto anterior chest wall, scapula and infra-axillary area 
on the same side. On palpation, the boundary of this 
diffuse swelling could be felt well and fingers could 
be insinuated beneath the swelling on upper back. 
Regional lymph node examination was not possible due 
to severe soft tissue edema and limb enlargement. 

Her general and systemic examinations were 
unremarkable except for moderate degree of pallor. 
Complete hemogram revealed anemia with hemoglobin 
of 8.6 g/dl. Routine blood biochemistry and urinalysis 
were normal. Her serology for HIV, hepatitis B and 
hepatitis C was negative. Peripheral smear and buffy 
coat preparation did not show any abnormal cells. 
Chest roentgenogram was normal and tuberculin skin 
test was negative. To rule out deep venous thromboses 
venous doppler of left arm was attempted, but it was 
not possible to visualize the vessels due to massive 
edema. Abdominal ultrasound was normal. X-ray of 
the arm showed gross soft tissue edema with poor 
visibility of underlying bones. Histopathological 
examination of skin biopsy revealed nodular and 
interstitial tuberculoid eosinophilic granulomatous 
infiltrate composed of lymphocytes, eosinophils, 
plasma cells, epitheloid cells, Langhans giant cells and 
foreign body type giant cells in whole of the dermis 
and subcutaneous fat. [Figure 2] Non-septate, twisted, 
collapsed ribbons like hyphae typical of zygomycetes 
were observed on Gomori methenamine silver (GMS) 
stain under 40 magnification [Figure 3]. However, 
fungal culture of the tissue did not show any growth 
at the end of four weeks.

With a working diagnosis of subcutaneous zygomycosis, 
we started the patient on saturated solution of potassium 
iodide (SSKI) along with itraconazole 200 mg twice a 
day for two months and then stepped down to 100 mg 
twice a day for one month. Oral potassium iodide was 
started with five drops t.i.d. and increased by one drop 
daily upto a maximum of 15 drops t.i.d. Intravenous 
amoxicillin (1g) plus clavulanic acid (200 mg) b.i.d and 
metronidazole 500 mg (100cc) b.i.d were instituted on 
the basis of antibiogram. Cleaning and dressing was 
done daily with hydrogen peroxide and normal saline.

However, one month later the patient developed 
iodide-induced hypothyroidism along with signs of 
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