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Figure 1: Mitochondrial pattern of pigmentation on the patient’s
back after phototherapy
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Pigmentation resembling crosssection of a mitochondrion
Sir,
An 8-year-old girl presented with an asymptomatic
hyperpigmented area in the back since 2 days. There
was no preceding history of any cutaneous lesions at
the site of the hyperpigmentation or similar lesions
elsewhere on the body. The patient was a known case
of acral vitiligo and had received 10 sittings of narrow
band ultraviolet-B (NB-UVB) prior to the onset of
the lesions. The patient used to cover her trunk with
two sets of clothes, one on top of the other during
the NB-UVB irradiation and the same set of clothes
were worn during each session. On examination,
a 25 × 6 cm hyperpigmented macule was present
in the midline of the back with criss-cross lines of
normal skin in between, giving the appearance of a
mitochondrial cross-section [Figure 1]. Depigmented
macules of vitiligo were present on the face and acral
regions. Examination of the clothes worn during
the sessions revealed a thin outer garment which
covered the trunk completely, whereas the thicker
inner garment had strings passing in the midline
leading to a noncovered area which corresponds to
the area of hyperpigmentation [Figure 2]. The UV-B
transmissibility of the fabrics was measured using
70

Figure 2: Inner fabric worn by the patient during narrow band
ultraviolet-B therapy

the spectrophotometer. The outer fabric had 4.1%
transmissibility, whereas the inner fabric had 8.3%,
thus exposing the back to 50% more irradiation than
the rest of the trunk.
Patterns of dermatoses often give a clue to the
diagnosis especially the etiology but are perplexing
at times. In our patient, the midline of the back was
not adequately protected from UV rays as the rest of
the trunk, thus exposing it to tanning. In view of the
gap in the inner garment and strings running across
the gap, a bizzare pattern of tanning was produced
which resembled that of a mitochondrion. Both
UV-A and UV-B induce tanning.[1] Clothes provide
protection from the harmful effects of ultraviolet rays
especially tanning. The measurement of the protective
effect of clothes is measured by fabric ultraviolet
protection (UPF).[2] Various parameters influence the
UPF viz., fabric type/composition, weave, number of
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washes, color of fabric, shade of the color, hydration,
optical whitener accumulation, and presence of UV
absorbent molecules.[2,3] When patients receive whole
body phototherapy, especially for vitiligo, covering
of nondepigmented skin is necessary. It is, thus,
imperative on the clinician’s part to check the fabric
for adequate protection. A simple way of checking
is to cover the spectrophotometer with the fabric
and measure the UV transmissibility. This should be
especially done when the patients prefer to wear their
own clothes for protection. We report this case for the
bizarre and mitochondrial pattern of tanning induced
due to inadequate protection from fabric, which served
as a diagnostic challenge.
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Happle-Tinschert syndrome:
Report of a newly delineated
entity
Sir,
Happle-Tinschert syndrome is a recently delineated
multisystem birth defect of unknown etiology
consisting of segmentally arranged basaloid follicular
hamartomas associated with skeletal, dental and

cerebral anomalies.[1,2] In 2008, Happle and Tinschert
of Germany reported these features in a 39-year-old
man. They also reviewed eight similar cases reported
by others under various designations and concluded
that all those cases actually represent a spectrum of
a distinct syndrome.[1] In 2009, Itin of Switzerland
reported another typical case and proposed that
this syndrome be named as “Happle-Tinschert
syndrome.”[2] Another case was reported by Boccaletti
et al. of Italy in 2011.[3] We are reporting a similar case
of Happle-Tinschert syndrome, which, to the best of
our knowledge, is the first report of this new entity
from Asia.
A 23-year-old woman presented with whitish streaks
on the face, neck, left side of the trunk and left upper
limb since birth. She developed asymptomatic,
persistent, linearly arranged, raised, solid lesions
within the whitish streaks since 12 years. There was no
history of photosensitivity, abnormality of sweating,
recurrent infections, visual impairment, hearing
impairment, headache, convulsions, sensory or motor
impairment, delayed milestones, consanguinity or
family history of similar lesions.
Cutaneous
examination
revealed
streaks
of
hypopigmented macules and atrophic areas along
the Blaschko’s lines over face, neck, left side of upper
trunk and left upper limb [Figure 1a and b]. They
were distributed bilaterally over face and neck but
were present only on the left side of upper trunk
and left upper limb with sharp midline demarcation
indicating segmental distribution. Within these linear
hypopigmented areas there were multiple, densely
arranged and some scattered, skin colored to brownish,
hairless papules, some having a comedo-like central
plug [Figure 2a-c]. Hypertrichosis and freckles were
present over the face [Figure 1a]. Palms, soles, mucosae
and genitalia were normal.
General examination showed a depressed nasal
bridge (saddle nose), hypertelorism and crowded
teeth [Figure 1a]. The left lower limb was 13 cm shorter
than the right. There was an extra toe with dystrophic
nail adjacent to left great toe (polydactyly) whereas
right thumb was short and broad [Figure 3a and b]. Her
mental status was appropriate for her age. Abdominal,
cardiovascular and respiratory system examination
were normal.
Histopathology of a papular lesion showed
anastomosing strands of epidermal cells arising from
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