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Letters to the Editor

distributed often symmetrically. Overlying epidermis 
may be normal.[1,4,5] Most commonly lesions are seen 
over distal upper extremity or fingers, though other 
sites such as thighs, trunk, and lower back are known 
to be affected.[1] Most of the patients are asymptomatic 
but pain, tenderness, or itching may occur. The 
condition may persist indefinitely.[1,4]

Various associations of PNGD include connective 
tissue disorders, such as rheumatoid arthritis, 
diabetes, thyroid dysfunction, systemic vasculitis, 
lympho-proliferative diseases, inflammatory bowel 
disease, Wegner’s granulomatosis, Behcet’s disease, 
sarcoidosis, and infective endocarditis.[1,2,5] Misago 
et al,[3] have reported a 60-year-old lady with PNGD 
presenting as multiple tender nodules involving both 
upper and lower extremities without any underlying 
cause. 

Histologically PNGD shows three patterns with 
sometimes overlapping features, depending on age 
of the lesions. Early lesions show leucocytoclastic 
vasculitis like changes, fully developed lesions 
resemble granuloma annulare and at the other end 
of the process, it resembles necrobiosis lipoidica.[2,4] 
Thus histopathology differs at each stage leading 
to a long list of differential diagnoses such as 
vasculitis, interstitial granuloma annulare, interstitial 
granulomatous dermatitis with/without arthritis, etc., 
and clinicopathological correlation is needed to make 
the diagnosis. 

Various treatment modalities tried include oral steroids, 
dapsone, colchicine, cyclosporine, cyclophosphamide, 
hydroxychloroquine, and nonsteroidal anti-
inflammatory agents with variable success rate. Oral 
steroids appear to be the most beneficial therapy.[1,4]

We believe PNGD in our patient may represent a 
premonitory sign of occult systemic disease, which 
may appear later, and thus long-term follow up is 
warranted.

Rameshwar Gutte, Uday Khopkar
Department of Dermatology, Seth G.S. Medical College and King 

Edward Memorial Hospital, Mumbai, India

Address for correspondence: Dr. Rameshwar Gutte,  
Department of Dermatology, Seth GS Medical College and KEM 

Hospital, Parel, Mumbai 400 012, India.  
E-mail: drrameshwargutte@yahoo.com 

Access this article online

Quick Response Code: Website: 
www.ijdvl.com

DOI: 
10.4103/0378-6323.84091 

PMID:
*****

REFERENCES 

1. Heidary N, Mengden S, Pomeranz MK. Palisaded neutrophilic 
and granulomatous dermatosis. Dermatol Online J 2008;14:17.

2. Ko CJ, Glusac EJ, Shapiro PE. Noninfectious granulomas. In: 
Elder DE. Editor. Lever’s Histopathology of the skin, 10th ed. 
India: Wolters Kluwer Publishing; 2009. p. 361-87.

3. Misago N, Shinoda Y, Tago Mnarisawa Y. Palisaded neutrophilic 
granulomatous dermatitis with leukocytoclastic vasculitis in a 
patient without any underlying systemic disease detected to 
date. J Cutan Pathol 2010;37:1092-7.

4. Al-Daraji WI, Coulson IH, Howat AJ. Palisaded neutrophilic and 
granulomatous dermatitis. Clin Exp Dermatol 2005;30:578-9. 

5. Sangueza OP, Caudell MD, Mengesha YM, Davis LS, Barnes 
CJ, Griffin JE, et al. Palisaded neutrophilic granulomatous 
dermatitis in rheumatoid arthritis. J Am Acad Dermatol 
2002;47:251-7.

Using a simple Jeweler's loupe 
as a dermoscopic instrument

Sir,
Dermoscopy, also known as dermatoscopy, 
epiluminescence microscopy, surface microscopy, and 
incident light microscopy, is an in vivo noninvasive 
technique mainly used for the evaluation of 
pigmented lesions of the skin and accessible mucosa. 
When performed by an expert, it can significantly 
improve sensitivity and specificity of diagnosis of 
skin lesions, especially pigmented skin lesions. In 
the case of pigmented skin lesions, it helps in triage 
– both by early treatment of necessary cases and 
by avoiding unnecessary biopsies and excisions 
in benign conditions.[1] Dermoscopy is being 
increasingly used for easier and better diagnosis of a 
number of nonmelanocytic lesions, including benign 
lesions such as hemangiomas, basal cell carcinoma, 
seborrheic keratosis, actinic keratosis, Bowen’s disease, 
squamous cell carcinoma, etc. and even infections and 
infestations such as scabies and warts.[2-4]

The basic technique of dermoscopy involves the use of 
a device similar to an otoscope, which generates a beam 
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of light that falls on the cutaneous surface ideally at an 
angle of 20°. Placing a fluid (oil, water, gel, alcohol-
gel, or glycerin) at the interface between the epidermis 
and the device’s glass slide, eliminates reflection 
of light from the stratum corneum, allowing the  
visualization of the dermoscopic characteristics 
resulting from the presence of melanin and hemoglobin 
in the different skin layers. Newer polarized light 
dermoscopes do not require the use of fluid interfaces. 
The usual magnification provided by the dermoscope 
is 10-fold.[2]

One of the limitations of the widespread use of 
dermoscopy in countries such as India is the high cost 
of the equipment. The cost increases further if you 
add the price of a digital imaging system and required 
adapters for the same. We demonstrate how a simple 
jeweler’s loupe with an inbuilt light emitting diode 
(LED) light can be used as a dermoscope.

We used a simple Jeweler’s loupe with 10× 
magnification and an inbuilt LED light. Alcohol gel was 
used as the dermoscopy fluid. It should be noted that 
the lesions were viewed through the fluid with a small 
gap between the loupe and the fluid. In other words 
direct contact was not there. For recording the images 
a compact digital camera was used in macro mode 
with the camera lens manually held onto the viewing 
end of the loupe. Two common lesions are shown. The 
first lesion was a reticular nevus showing the typical 
dark brown regular pigment network [Figure 1a-d].[5] 

The second lesion was a cherry angioma showing the 
typical red “lacunae” associated with vascular lesions 
like hemangiomas [Figure 2a-d].[2] All images were 
recorded using a Sony DSC W-350 digital camera, in 
macro mode. The standard dermoscopy instrument 
used was a Dermlite® PRO HRII which has both 
polarized and fluid dermoscopy options. The cost for 
the Dermlite® PRO HRII device was around 900 US 
Dollars and the cost for the camera (with an adapter 

Figure 1a: Examining a reticular nevus with a Jeweler's loupe 
with inbuilt LED light. Alcohol gel is used as the dermoscopy fluid

Figure 1c: Reticular nevus - showing regular pigment network - 
fluid dermoscopy - Jeweler's loupe

Figure 1b: Reticular nevus - showing regular pigment network - 
fluid dermoscopy Dermlite® PRO HRII 10×

Figure 1d: Reticular nevus - showing regular pigment network - 
polarized light dermoscopy Dermlite® PRO HRII 10×
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Figure 2a: Cherry angioma forearm macro image

Figure 2c: Cherry angioma fluid dermoscopy using Jeweler's 
loupe 10×

Figure 2b: Cherry angioma fluid dermoscopy Dermlite® PRO HRII 
10×

Figure 2d: Cherry angioma polarized light dermoscopy Dermlite® 
PRO HRII 10×

for Dermlite® PRO HRII) was 300 US Dollars. The 
cost of the jeweler’s loupe was less than 10 USD. The 
camera used for the imaging was the same in both 
instruments. 

While the images no doubt indicate that the clarity 
is not as good as a proper dermoscope, most of the 
essential features of the studied skin lesions are 
easily discernible by this method also. One of the 
disadvantages, other than being a nonstandardized 
instrument, is that recording the images requires 
manually holding the camera on the loupe, while most 
modern dermoscopes have adapter systems to attach 
digital cameras, thus making it easier to record images. 
This combined with the lower precision of the lens 
could be a major hindrance is analyzing finer patterns 
like vascular patterns in some skin tumors. It should 
also be understood that the most important use of 
dermoscopy as of now continues to be in the diagnosis 

and triage of potentially malignant melanocytic 
lesions. Keeping this in mind, it would be premature 
to suggest an alternative method for this indication 
without extensive testing and validating of its results 
compared to conventional dermoscopy.

We would like to highlight that even a simple, cheap, 
and easily available instrument such as a jeweler’s 
loupe can be used as a low-cost dermoscopy device. 
This could especially be valuable in teaching basic 
dermoscopy concepts to dermatology residents.
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