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several isolated lesions. Clinically, it is characterized 
with a single or several, red to reddish-brown 
minimally infiltrated nodule or plaque. Darier’s sign 
is present in the majority of patients with cutaneous 

mastocytosis. [1- 2]

Recognition of mastocytoma can be difficult, especially 
in patients who do not have the characteristic skin 
lesions and Darier’s sign. The clinical differential 
diagnosis includes congenital nevus, juvenile 
xanthogranuloma, xanthoma, spitz nevus, insect bite 
reaction, and nodular scabies. Definitive diagnosis of 
mastocytoma requires histopathologic examination of 
the lesional skin specimen obtained by a skin biopsy. 

Diagnostic cytology is a relatively new science. As 
a method for the diagnosis of cutaneous disorders, 
cytology was first used by Arnoult Tzanck in 1947, for 
the diagnosis of vesiculo-bullous disorders. [3] Since 
then, cytology has been widely used by dermatologists 
in the diagnosis of various cutaneous dermatoses.[4-5]

A definitive diagnosis of mastocytoma can be made by 
slit-skin smears stained with toluidine blue or Giemsa 
stain used to identify mast cells that are characterized 
by the presence of metachromatic granules in their 
cytoplasm. 

Slit-skin smear in infants and small children can 
be performed successfully, safely, and easily. In this 
cytodiagnostic technique, a sample of material is 
collected from a tiny cut in the lesional skin, placed 
on a glass slide, stained, and then examined under 
microscope. Local anesthesia is not required. 

We suggest that slit-skin smear examination in 
clinically suspected cases of mastocytoma may prove 
to be a rapid, non-invasive technique to support the 
diagnosis.
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Non-occupational contact Non-occupational contact 
dermatitis to cigarette dermatitis to cigarette 

Sir,
Hand dermatitis is common in dermatology practice, 
but it is quite uncommon to find an allergen 
responsible for it, even though one has a good contact 
dermatitis investigation and diagnosis set up. Hence, 
it becomes very important for a clinician to spare some 
time getting a detailed history so as to shortlist some 
of the possible allergens in patient day-to-day life. 
Cigarette smoking is a common habit and an addiction. 
Cigarettes are known to contain potent carcinogens 
and their smoke contributes to many chronic and 
potentially fatal diseases. Cigarette-induced allergic 
contact dermatitis (ACD) is uncommon. The following 
case, therefore, seems worthy of description. 

A 67-year-old-male presented with pruritic, red, scaly 
patches on second and third finger of right hand since a 
couple of months. On examination, erythematous scaly 
patches of size around 2 cm × 2 cm were seen on adjoining 
surfaces of proximal phalanx of second and third fingers 
[Figure 1]; slight erythema was also noted on an identical 
location on fingers of the left hand [Figure 2]

All the possible causes of hand dermatitis were looked 
for and then a factor too often missed in dermatology 
history taking was enquired about, i.e. habits and 
addictions. He was a chronic cigarette smoker. While 
smoking he used to hold cigarette between second and 
third fingers of the right hand and sometimes in the 
left hand. He was using filter cigarettes of a specific 
brand since 30 years. He did not have lesions on lips 
or any other areas such as nose and cheeks, which are 
likely to be involved in cigarette dermatitis. 

Indian standard patch test series (CODFI) and an 
additional patch test to check which of the cigarette 
constituents were responsible for ACD were done. 
Unsmoked tobacco, smoked tobacco, smoked filter, and 
filter paper were used ‘as is’ with white soft paraffin 
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described as an occupational cause of ACD.[1-5] It 
involves agricultural workers and those engaged 
in manufacturing or selling tobacco products, all 
of whom are in direct contact with tobacco and its 
products. ACD from tobacco may have been due to 
chemicals added during the plant cultivation and 
processing.[5] For example, patch-testing tobacco 
workers with moist processed tobacco leaves resulted 
in more positive reactions than did patch-testing with 
dried unprocessed leaves, and the potential allergens 
are waxes, paraffins, fatty acids, organic acids, 
aldehydes, ketones, phenols, paraphenols, catechols, 
and tannins.[5] There are very few reports in the 
literature exploring these allergens. 

ACD from cigarettes may clinically manifest itself as 
dermatitis on the fingers and mouth or as erythematous 
macules or pigmentation (or both) on the upper lip.[1-4]

Treatment of ACD to cigarette involves use of topical 
corticosteroids to reduce acute symptoms. But the 
most important part is to counsel patient about the 
best treatment strategy---quit smoking. If patient agrees 
well and good, if he/she does not, then possible ways 
to avoid contact with the cigarette and its components 
should be discussed. 

In spite of various campaigns by different authorities 
against tobacco and its products, cigarette smoking 
remains a common habit and an addiction. We as 
dermatologists should always look into this aspect 
of patient’s life style in suspected cases of allergic 
contact dermatitis and consider patch testing them 
with cigarette constituents in addition to standard 
patch test series. 

Figure 1: Erythematous scaly patches on adjoining surfaces of 
proximal phalanx of second and third fi ngers---part of skin which 
comes in contact with cigarette

Figure 2: Slight erythema on identical location on fi ngers of the 
left hand

Figure 3: Filter part of smoked cigarette induced slight erythema 
at the end of 48 h

under aluminum discs (Finn chambers). At the end of 
48 h, filter part of smoked cigarette induced palpable 
erythema [Figure 3]. Standard patch test series was 
incidentally positive for neosporin. On enquiry it was 
found that he was using neosporin powder on ACD 
lesions on his finger. After a week, there was no delayed 
reaction to any of the tested allergens. Thus, clinical 
diagnosis of allergic contact dermatitis to cigarette 
filter and neosporin was confirmed. His skin lesions 
improved with topical momatasone furoate 0.1% 
ointment and a moisturizing cream. He was advised to 
discontinue his addiction for cigarettes so as to reduce 
the chances of recurrence of ACD and to live a healthy 
life. He was not ready to quit his addiction, so he was 
advised to wrap a paper around filter as a precaution 
to prevent ACD. 

Health hazards of cigarette smoking are numerous. 
Contact dermatitis from tobacco has mainly been 
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Do Do Mycobacterium marinumMycobacterium marinum 
infections occur in India? infections occur in India? 

Sir,
Mycobacterium marinum, a close relative of M. 
tuberculosis, is an atypical Mycobacterium found in 
both salt and fresh water.[1] It causes a tuberculosis-like 
disease in frogs, fish and other cold-blooded animals, 
and a peripheral granulomatous disease in humans. 
Infection occurs following skin trauma, and usually 
presents as a localized granuloma or sporotrichotic 
lymphangitis.[2]

A 29-year-old female sought treatment for skin lesions 
giving a history of a rose thorn prick, 2 months prior 
to the initial skin lesion. Physical examination showed 
multiple noninflammatory erythematous skin nodules 
with necrotic centers on the forearm of the left hand 
[Figure 1]. Histopathology examination of the nodule 
showed granulomas with areas of suppuration. Special 
stains did not reveal any evidence of AFB or fungal 
elements. There was nothing contributory in the 
investigations including blood sugar, RFT, LFT and 
chest X-ray. She was HIV-negative. Results of Gram stain 
and routine culture from biopsy of skin lesions in both 
blood agar and McConckey agar were negative. A smear 
from the walls of the necrotic center when stained for 
acid-fast bacilli revealed organisms consistent with 
mycobacteria. Subsequent subculture on Lowenstein–
Jensen medium at 37ºC became positive after 3 weeks 
showing small, round, smooth colonies.

Figure 1: The forearm showing multiple noninflammatory 
erythematous skin nodules with necrotic centers

Figure 2: PRA of hsp65 amplicon – Lane 1: Hae III pattern of M. 
tuberculosis H37Rv (150/130/70/0); Lane 2: Hae III pattern of M. 
marinum NT1 (145/105/80/0); Lane M: 50 bp Ladder (NEB); Lane 
3: BstE II pattern of M. tuberculosis H37Rv (235/120/85); Lane 4: 
BstE II pattern of M. marinum NT1 (235/210/0).

Genomic DNA was isolated and subjected to PCR, 
restriction analysis and sequencing. Partial sequencing 
of the 16S rRNA gene and the 16S–23S internal 
transcribed spacer (ITS) region was carried out for 
species identification. Analysis of a 984 bp fragment 
towards the 5′ end of the 16S rRNA gene and a 403 bp 
fragment of the 16S–23S ITS region showed 100% 
similarity to both M. marinum M (CP000854) and 
M. ulcerans Agy99 (CP000325). But sequencing and 
analysis of 437 bp fragment towards the 3′ end of the 16S 
rRNA gene showed 100% similarity with M. marinum 
M (CP000854). Also, a 441 bp fragment of the hsp65 
gene was amplified and subjected to PCR restriction 
analysis (PRA) and sequencing. The pattern generated 
by the restriction analysis of the hsp65 amplicon with 
BstE II and Hae III endonucleases [Figure 2] was as 
that of M. marinum (http://app.chuv.ch/prasite/index.
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