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Letters to the Editor

cases were immunocompetent and neither case had 
any history of traveling or staying abroad nor had any 
unusual clinical presentation. Treatment response 
could not be recorded due to poor patient compliance.

In our study, dermatomycoses was seen in 90% cases 
and superficial candidiasis in 10% cases. In 137 culture 
positive isolates most common dermatophyte isolated 
was T. mentagrophytes (25%) followed by T. tonsurans 
(20%), T. verrucosum (10.5%), M. ferrugineum (9.5%), 
T. schoenleinii (7%), M. audouinii (5%), T. rubrum 
(5%) and E. floccosum (3%), non-dermatophytic molds 
namely Aspergillus spp., Alternaria spp., Fusarium 
spp.. and Scopulariopsis spp. and Candida spp. were 
isolated from 5% and 10% cases, respectively. All 
Candida isolates were found to be of non-albicans type.  
M. ferrugineum was isolated from 13 cases - tinea 
corporis 4 (31%) was the most common presentation 
followed by T. manuum 3(23%), T. capitis, T. unguium 
and T. pedis 2 (15% each). Six (46%) and four (31%) 
cases were from suburban and rural background, 
respectively, and three (23%) from neighboring districts.

Singal et al., in a study of T. capitis cases from North  
India reported a change in the spectrum of 
dermatophytes with most common isolate as T. 
violaceum (38%) followed by M. audouinii, T. 
schoenleinii, T. tonsurans, M. gypseum, T. verrucosum 
and T. mentagrophytes.[4] We are first to report a 
change in the spectrum of the dermatophytes from 
Central India as well as one of the highest incidences 
of M. ferrugineum (9.5%) in the non-endemic part 
of the world; other studies have reported incidence 
rates between 0.01 and 7.3%. M. ferrugineum usually 
causes juvenile T. capitis, but recently it has also been 
isolated from cases of T. corporis, T. manuum etc.[5,6] 
Our findings are also in accordance with these studies; 
however we are first to report two cases of T. unguium 
due to M. ferrugineum, which rarely infects nails. 

In India, till date only one study by Grover and Roy 
has reported six (5.8%) cases of M. ferrugineum from 
North-East India and interestingly they did not isolate 
it from any T. capitis case.[3] We hypothesize that the 
possible route of entry of M. ferrugineum in India 
might be from its North-East border, which adjoins 
Myanmar – an endemic region for this pathogen. Out 
of 13 cases, six (46%) belonged to urban background, 
four (31%) of rural background and three (23%) from 
neighboring districts, which suggests a fair distribution 
and endemicity of this pathogen in our region. 

We can conclude that India is a growing economy 

and during last couple of decades people have started 
interstate migration in search of better jobs, and foreign 
tourists are also visiting India more often than ever; 
therefore, change in spectrum of dermatophytes and 
uncommon fungal isolates can be encountered in 
clinical practice, and it would be prudent for medical 
mycologists to be well equipped to diagnose such cases.

Sanjeev Sahai, Devesh Mishra1

Departments of Microbiology and 1Dermatology and Venereology, 
Era’s Lucknow Medical College and Hospital, Lucknow,  

Uttar Pradesh, India

Address for correspondence: Dr. Sanjeev Sahai,  
Department of Microbiology, Teerthankar Mahaveer Medical 

College & Research Centre, Delhi Road, Bagarpur Moradabad- 
244 001, Uttar Pradesh, India. 

E-mail: sansahj1@gmail.com

Access this article online

Quick Response Code: Website: 
www.ijdvl.com

DOI: 
10.4103/0378-6323.79718 

PMID:
21508578

REFERENCES

1.	 Rippon JW. Dermatophytosis and dermatomycoses In:  Medical 
mycology-The pathogenic fungi and actinomycetes. 3rd ed. 
Philadelphia: W.B. Saunders company; 1988 p. 169-275.

2.	 Seebacher C, Bouchara JP, Mignon B. Updates on the 
epidemiology of dermatophyte infections. Mycopathologia 
2008;166:335-52.

3.	 Grover S, Roy P. Clinico-mycological profile of superficial 
mycosis in a Hospital in North East India. Med J Armed Forces 
Ind 2003;59:114-6.

4.	 Singal A, Rawat S, Bhattacharya SN, Mohanty S, Baruah MC. 
Clinico-mycological profile of tinea capitis in North India and 
response to griseofulvin. J Dermatol 2001;28:22-6.

5.	 Neji S, Makni F, Cheikhrouhou F, Sellami A, Sellami H, 
Marreckchi S, et al Epidemiology of dermatophytoses in sfax, 
Tunisia. Mycoses 2009;52:534-8. 

6.	 Ngwogu AC, Otokunefor TV. Epidemiology of dermatophytes in 
a rural community in Eastern Nigeria and review of literature 
from Africa. Mycopathologia 2007;164:149-58.

Foam sclerotherapy in various 
vascular and lymphatic 
malformations 

Sir,
Sclerotherapy is the procedure in which chemical 
energy delivered intravascularly is capable of 
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denaturating biological molecules in the vessel wall. 
Foam sclerotherapy, in which the sclerosant is mixed 
with air or physiological gases, is more efficacious 
than direct injection of sclerosant,[1] as air in the foam 
prolongs the contact of the agent with the endothelium. 
Hence, maximum sclerosant action can be obtained 
at a lesser concentration and quantity. The foamed 
agent exerts its effect at microcirculation, which is 
inaccessible to other procedures. We here share our 
experience in treating varicose veins, hemangiomas 
and lymphangiomas with foam sclerotherapy.

After ethical clearance, informed and written consent, 
we enrolled 20 patients with varicose veins (legs), seven 
with hemangioma (tongue, gluteal region, hand, trunk 
of size from a minimum of 3 cm x 2 cm to a maximum 
of 12 cm x 8 cm) and one with lymphangioma (posterior 
one-third of the tongue) of the mean age group of 32.7 
years (14–54 years) of both sexes for a study period of 1 
year from April 2009 to April 2010.

Patients with primary varicose veins (varicosities due 
to incompetent valves in the veins without perforator 
or junctional incompetencies), telangiectasias, patients 
unfit for surgery or with recurrence after surgery 
and those after surgical ligation of major refluxes 
were included. Those with deep venous thrombosis, 
reflux from major junctions, perforator incompetence, 
coagulation abnormalities, hypersensitivity to the 
sclerosant, pregnant or lactating women and those 
who were on oral contraceptive pills or hormone 
replacement therapy were excluded.

Duplex Doppler ultrasonogram of the vascular 
system, ultrasonogram of the abdomen and pelvis and 
coagulation profile were performed. In hemangiomas 
and lymphangiomas, in addition, contrast-enhanced 
computed tomography (CT) scan and magnetic 
resonance imaging were performed.

Sodium tetradecyl sulfate 3% (STS), an EDA- and 
FDA-approved detergent sclerosant was diluted with 
normal saline. Quantity per session and concentration 
used were based on the diameter of the vessel, size 
of the hemangioma and response to therapy. The 
concentration of the injected sclerosant is determined 
mainly by the mural thickness of vein, which is directly 
correlated with lumen diameter as given below.
•	 <0.5 mm	  – 0.1%
•	 0.6–1.5 mm	 – 0.25%
•	 1.5–4 mm	 – 0.5–1%
•	 4–6 mm	 – 1–2%

Calculation of dilution volumes are as given below.
Cf = Ci [ Vs / (Vs + Vd)]

Cf – final concentration (in %) of sclerosant
Ci – initial concentration (in %) of sclerosant
Vs – initial volume (in ml) of undiluted sclerosant
Vd – diluent volume (in ml) of 0.9% saline solution

After diluting, foaming of the sclerosant was done by 
the “Tessari” method,[2] in which a 5-ml syringe was 
filled with room air, another syringe was filled with 
1 ml of the diluted sclerosant and the two syringes 
were connected to a 3-way stop cock [Figure 1]. 
Foaming was done by a to and fro movement of both 
the syringes. The vein was cannulated using a scalp 
vein set from the distal end and the hemangiomatous 
mass[3] was cannulated at the base and, after ensuring 
that blood was coming out through the cannula, the 
vein was emptied by elevation of the limb and the 
foam sclerosant was slowly introduced. Compression 
bandaging was performed, which was to be worn for 2 
weeks, and the patients were advised to be ambulant, 
to keep their legs elevated, to avoid strenuous exercise 
and standing still for long periods.

They were followed-up every 2 weeks and the 
procedure was repeated after every 4 weeks depending 
on the clinical response (fibrosis of vessels, reduction 
in the size of the hemangioma). Doppler ultrasonogram 
was repeated every 2 months.

Of the 20 patients with varicose veins, 15 (75%) showed 
remarkable improvement symptomatically and 
cosmetically (two to five sessions), two (10%) showed 
partial improvement, two (10%) had complications 
like staining of the skin and ulceration and one (5%) 
had recurrence.

Of the seven patients with hemangioma, six (85.7%) 
showed near-complete resolution (two to eight 
sessions) and one (14.3%) showed partial resolution. 
One patient with lymphangioma showed near-
complete resolution in four sessions [Figures 2 and 3].

Although complications like allergic reactions, leg 
swelling, cutaneous necrosis, thromboplebitis, deep 
vein thrombosis, transient ischemic attacks and 
pulmonary embolism have been reported,[4,5] we 
noticed only staining of skin and cutaneous ulceration, 
which healed with conservative management. We 
observed a faster healing of venous ulcers and stasis 
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eczemas, which usually respond slowly to conservative 
treatment.

Although other procedures like surgery, laser and 
radiofrequency ablation and electrodessication are 
available for the treatment of varicose veins, foam 
sclerotherapy is a simple, safer, feasible, and affordable 
office procedure, which has an enhanced success rate 
over other procedures. It favors quicker healing of 
venous ulcers and stasis eczemas.
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Rapid response to acitretin, 
combined with cryotherapy, for 
extensive and recalcitrant verruca 
vulgaris on the scalp 

Sir,
It is often difficult to treat patients presenting 
with extensive verruca vulgaris on areas like the 
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Figure 1: Foaming by the “Tessari”: method and hemangioma-
tongue being cannulated

Figure 2: Before and after treatment photographs – lymphangioma 
posterior one-third of the tongue and varicose vein-leg

Figure 3: Before and after treatment photographs – varicose 
veins (leg)
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