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Both ELISA and WB results were consistent for 
different storage periods (up to 10 days), suggesting 
that antibodies from sera collected on filter paper 
can remain stable. Stability of antibodies reactive to 
viral antigens of diagnostic importance was further 
tested with two of these samples for a 15-days storage 
period. The ELISA and WB results were consistent 
over the period of 15-days storage of the filter paper. 
All diagnostically important serum antibodies against 
HIV antigens (p24, gp160, gp120) were detected in the 
WB results. Antibodies against other antigens (p55, 
p31, p51, p56 and gp41) were also found to be stable.

Unlike previously reported studies, we looked at 
actual ODs and intensities of the band rather than just 
qualitatively positive ELISA results or the presence of 
the band. The results clearly show that filter paper can 
be used as a potential tool for the transport of serum 
samples from the field site to the testing lab as the 
antibodies of diagnostic importance for HIV remain 
stable on it.
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Letters to the Editor

Trauma-induced bullous Trauma-induced bullous 
pemphigoidpemphigoid

Sir,
Bullous pemphigoid (BP) is a common, autoimmune 
skin disease affecting the elderly. Furthermore, trauma 
has been uncommonly considered as a triggering 
factor for the disease.[1-5] We report two patients who 
developed BP associated with trauma.

A 68-year-old housewife presented with numerous 
tense blisters on an erythematous base located on the 
trunk and limbs. A few days earlier she had suffered 
a burn from hot water on her abdomen and left arm 
resulting in the local formation of bullae, which 
she assumed to be due to the burn [Figures 1a-b]. 
However, in the following days the bullous eruption 
became generalized involving areas that had not 
been previously damaged. The histopathology of a 
lesion showed subepidermal bulla with upper dermal 
infiltrate consisting of neutrophils and eosinophils 
[Figure 2]. Direct immunofluorescence revealed the 
linear deposition of IgG and C3 at the dermoepidermal 
junction, whereas, the salt-split skin was consistent 
with BP. Treatment with prednisone 50 mg daily was 
initiated and BP remitted without recurrence. 

A 73-year-old man referred to our clinic exhibiting 
multiple intact bullae and erosions on his tegument 
and limbs. Two months earlier he had been submitted 
to a surgical procedure to treat his abdominal hernia. 
Subsequently, tense hemorrhagic bullae developed at 
the area of the postsurgical scar [Figure 3] with the 
disease progressing to the trunk and limbs. No previous 
history of bullous eruption was reported. Skin biopsy 
and direct immunofluorescence were consistent with 
BP or epidermolysis bullosa acquisita. The patient was 
treated with prednisone 60 mg daily, with complete 
remission of the disease.

Bullous pemphigoid presents with tense bullae either 
on erythematous or normal-appearing skin. Skin biopsy 
from a lesion revealed the existence of a subepidermal 
blister along with a dermal inflammatory infiltrate, 
primarily consisting of neutrophils and eosinophils. 
The diagnosis can be further supported by performing 
direct or indirect immunofluorescence showing IgG 
and / or C3 deposition along the basement-membrane 
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zone or circulating IgG autoantibody, respectively. In 
order to exclude epidermolysis bullosa acquisita one 
should perform the salt-split skin technique or even 
electron microscopic examination. 

The Koebner or isomorphic phenomenon is the 
development of novel skin lesions at the sites of 
trauma in patients suffering from pre-existing 
dermatoses and it is best documented in psoriasis.[1] 
There have been rare reports incriminating trauma as 
the triggering factor for the induction of BP. However, 
the development of BP in these patients is considered 
as a poor or questionable trauma-induced process 
rather than a �true� Koebner phenomenon[1,2] due to 
its infrequent exhibition and the lack of experimental 
evidence. Nevertheless, a number of cases have been 
published linking BP to various types of trauma such 
as burns, surgical wounds,[1] photochemotherapy,[3] 
radiation therapy,[4] and central venous lines or 
fistulas.[5] In our two patients, BP arose primarily in 
the traumatized skin, showing direct association with 
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Figure 1: Ruptured bullae on the abdomen (a) and left elbow (b), 
a few days after the patient had suffered a burn from hot water

b

the trauma and only then it expanded to other areas 
of the body. As none of our patients had suffered 
previously from BP this association cannot be called 
a Koebner phenomenon by definition. Despite the fact 
that trauma-induced BP is an uncommon condition 
the clinician should be aware of this possibility and 
consider the diagnosis of BP in cases of appearance of 
blisters arising from wounds.
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Figure 2: Subepidermal bulla with upper dermal infl ammatory 
infi ltrate; (H&E, x100)

Figure 3: Ruptured hemorrhagic bullae at the site of a 
postsurgical scar
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Penicillium marneffeiPenicillium marneffei: The : The 
pathogen at our doorsteppathogen at our doorstep

Sir,
Penicillium marneffei is emerging as an important 
opportunistic pathogen in HIV seropositive patients 
from South East Asia.[1,2] Penicillium marneffei in India 
has been reported from Manipur, which shares borders 
with Myanmar,[3] and a case has also been reported 
from New Delhi,[4] but the patient came from Manipur.

We are reporting a case of Penicillium marneffei 
infection from Mumbai, which is a non-endemic 
area. A 46-year-old farmer presented with fever, 
loose motions, loss of appetite, weight loss, and 
cervical lymphadenopathy. The patient was known 
to be HIV seropositive with a CD4 count of 60 cells 
/ microliter. Giemsa-stained smears of lymph node 
aspirate revealed intracellular as well as extracellular 
round-to-oval yeast cells [Figure 1]. Initial diagnosis 
was either histoplasmosis or penicilliosis. A portion 
of the biopsy was cultured on a set of two tubes of 
Sabouraud�s Dextrose agar (SDA) and incubated 
at 25 and 37°C. Cultures at 25°C on SDA showed 
mycelial growth with soluble red pigment [Figure 
2], whereas, glabrous colonies were seen on SDA at 
37°C. Lacto-phenol cotton blue (LPCB) preparation 
from a colony grown on SDA at 25°C showed metulae 
bearing conidia. (X 1000) Gram-stained smear showed 
yeast cells. Subcultures from mycelial colonies on 
Brain Heart Infusion agar were prepared, which 
were incubated at 37° C, and showed mycelial cell 
to yeast cell conversion. Gram-stained smears from 
colonies showed yeast cells with transverse septa, 
characteristic of Penicillium marneffei, which was 
evident on Gomori�s methenamine silver nitrate 
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Figure 1: Mycelial colony of Penicillium marneffei on SDA 
incubated at 25°C with diffuse red pigment

Figure 2: LPCB preparation from colony grown on SDA at 25°C 
showing penicillium, with metulae and conidia. (X 1000)

staining. The patient responded to standard antifungal 
treatment (Intravenous amphotericin B followed by 
oral fluconazole).

Penicillium marneffei is a dimorphic fungus (i.e., it 
exists in hyphae and yeast forms), first isolated from 
bamboo rats in Vietnam, in 1956. The first naturally 
acquired human infection was also in a Vietnamese, in 
a patient with Hodgkin�s disease.[5] The organism can 
be isolated from lungs, spleen, liver, and lymph nodes 
in more than 90% of the Rhizomys species of bamboo 
rats.[5] Although exposure to soil has been suggested 
as a risk factor, it remains unclear, whether rats are 
involved in transmitting the organism or whether 
both humans and rats are infected from a common, 
but still unidentified source.[5,6] According to some 
evidences, it directly infects host species, bamboo rats, 
and humans.[5] Little is known about the etiology and 
pathogenesis, although bamboo rats are known to be 
asymptomatic carriers (which are present in endemic 
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