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tests at six hours.[2]

Our study had taken visible and palpable swelling

at 30 minutes and at six hours as positive test.[5]

In our study we have tried to keep most

parameters constant like two kg weight, 100 mm

of mercury pressure and standard blood pressure

cuff. We agree with the author that this is a crude

method of testing for delayed pressure urticaria.

We devised this method considering a common

practicing dermatologist in the clinic, as existing

instruments can be used in this test except two

kg weight, which is easily available at a grocery

shop. We could not do histopathology studies as

the patients refused to undergo biopsy. Moreover,

the histopathologic findings stated as specific for

DPU by Dr. Pise and colleagues are seen in most

cases of urticaria. As for validation of the method

by comparing with a dermographometer, I would

appeal to Dr. Pise and colleagues that coming from

a well-equipped institute, they are in a better

position to undertake this project. To sum up, I

submit to my learned colleagues that instead of

criticizing a novel idea based on suspicions, please

try out the simple method suggested by me for

demonstrating DPU, compare it  with other

methods and then report the f indings in a

scientific communication.
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Letters to the Editor 

Reversible hyperpigmentationReversible hyperpigmentationReversible hyperpigmentationReversible hyperpigmentationReversible hyperpigmentation
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Sir, 

Vitamin B 
12

 deficiency is considered to be rare and 

presents with different combinations of neurological 

manifestations, hematological changes, discoloration 

of skin, hair and nails, weakness, syncope and 

diarrhea. Common cause of vitamin B 
12

 deficiency is 

malabsorption, usually due to pernicious anemia or 

gastric resection and rarely inadequate intake.[1] 

Inadequate intake almost exclusively occurs in strict 

vegetarians. Hyperpigmentation of skin has been 

reported only rarely as the presenting manifestation 

of vitamin B 
12

 deficiency.[2] There is only one such 

Indian report.[3] 

A 34-year-old Indian male presented with darkening 

of skin and discoloration of hair and nails for two 

months. Darkening initially started on the palms 

and feet [Figure 1] and then gradually involved the 

face, gums and tongue. He also complained of 

diarrhea, decreased appetite, weakness and 

significant weight loss for one and a half months. 

There was history of similar episode of diarrhea 

and pigmentation two years back, which responded 

to multivitamins in a few months. There was no 

history of chronic illness. Patient’s diet was strictly 

(a) (b) 

Figure 1:Pretreatment (a) and post-treatment (b) (8 weeks) 
photographs of palms and soles 
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vegetarian and he used to take milk occasionally. 

On systemic examination the only significant 

finding was pallor. 

Hematological and special investigations were 

performed [Table 1]. Skin biopsy showed increased 

melanin in the epidermis. Upper gastrointestinal 

endoscopy was normal and histopathological 

examination of the second part of the duodenum 

showed normal mucosa. Antiparietal cell antibody was 

negative. Diagnosis of hyperpigmentation due to 

vitamin B 
12

 deficiency was established. Patient was 

prescribed intramuscular injection of vitamin B
12 

(1000 µg) daily for ten days, then weekly for one 

month and then monthly for two months. 

Subsequently, the patient has been receiving a 

multivitamin tablet daily containing vitamin B
12 

(15 

µg) for the past three months. 

The patient’s hematological profile approached 

normal limits within one week of treatment [Table 

1]. Patient noticed improvement in subjective 

symptoms (diarrhea, malaise and fatigue) within two 

weeks and reversal in pigmentation initially on face 

and then on palms and feet within eight weeks. There 

has been no recurrence. 

The characteristic dermatological sign of vitamin B
12 

deficiency is cutaneous pigmentation, which can be 

reversed by administration of vitamin B
12 

.[4] Increased 

cutaneous pigmentation is especially accentuated in 

palmar creases, on the dorsa of hands and feet, in 

intertriginous areas, on oral mucosa and in recent 

Table 1: Investigations of the patient, pretreatment and 
after 7 days of treatment 

Investigations	 Pretreatment Day 7 

Hemoglobin (gm%) 9.3 13 
Total leukocyte count (/mm3) 4180 8660 
Mean corpuscular volume (fl) 100.5 95.5 
Reticulocyte count (%) Not done 3.1 
General blood picture Macrocytosis and Within 

anisopoikilocytosis normal range 
Antiparietal cell antibody 3.6 Not done 
(positive >15 U/ml) 
8 AM plasma cortisol 11.1 Not done 
(normal range 5-23 µg/dl) 
Serum vitamin B12 78 Not done 
(normal range 211-911 pg/ml) 

scars. The mechanism of hyperpigmentation is 

unexplained. The most frequent cause of the 

deficiency is pernicious anemia.[1] The only Indian 

report of cutaneous hyperpigmentation due to 

vitamin B 
12

 deficiency is of a ten-month-old male child 

who was exclusively breastfed till three months of 

age and thereafter received diluted cow’s milk and 

occasional cereals.[3] Although the authors do not 

mention the cause of deficiency, it appears to be 

inadequate dietary intake. 

A few reports have suggested that vitamin B
12 

deficiency may in fact be commoner than is 

generally thought. [5] Under-diagnosis of this 

condition may reflect a firmly held notion among 

doctors that the disease is rare. [5] Our report 

suggests that it may be worthwhile to consider the 

possibility in a patient with unexplained 

pigmentary changes. Early detection and adequate 

treatment will also prevent partially irreversible 

neurological manifestations. 
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