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The significance of this pathogen in community 
acquired skin and soft tissue infections has been 
highlighted in previous studies as well.[2,4,5] The present 
study showed that primary pyoderma is more common 
(42/59) compared to secondary pyoderma (17/59). 
A  recent prospective multi‑centric study has shown 
that skin and skin structure infections among adult 
patients without any health‑care contact are commonly 
caused by community‑acquired MRSA.[5] Basal nasal 
carriage was observed in 8% of patients and this 
could be one of the risk factors for pyoderma. All the 
isolates were susceptible to vancomycin and linezolid. 
Inducible clindamycin resistance was detected in 
16.9% of the clinical isolates and 33.3% of the nasal 
isolates by the D‑test. Community‑acquired MRSA 
strains exhibiting inducible clindamycin resistance 
appear susceptible to clindamycin on routine antibiotic 
susceptibility testing by the Kirby‑Bauer disk diffusion 
method. If clindamycin is used for treatment in these 
cases, it will result in treatment failure. Therefore, it 
is important to perform the D‑test to detect inducible 
clindamycin resistance in all isolates of MRSA that 
appear susceptible to clindamycin in the routine test. 
The virulence factors of community‑acquired MRSA 
influence the pathogenesis of infections caused by 
this organism and further studies on their molecular 
properties are warranted.
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Table 2: Comparison of antibiotic susceptibility pattern of 
community‑acquired MRSA isolated from pus and nasal swabs

Antibiotics CA‑MRSA from 
pus (n=59) (%)

CA‑MRSA from nasal 
swab (n=18) (%)

Amoxycillin/clavulanic acid 5 (8.5) 5 (27.8)
Ciprofloxacin 10 (16.9) 10 (55.6)
Clindamycin 53 (89.8) 13 (72.2)
Co‑trimoxazole 34 (57.6) 7 (38.9)
Erythromycin 31 (52.5) 3 (16.7)
Gentamicin 33 (55.9) 13 (72.2)
Linezolid 59 (100) 18 (100)
Penicillin 0 (0) 0 (0)
Rifampicin 56 (94.9) 16 (88.9)
Teicoplanin 51 (86.4) 14 (77.8)
Tetracycline 48 (81.4) 13 (72.2)
Vancomycin 59 (100) 18 (100)
CA-MRSA: Community-acquired methicillin resistant Staphylococcus aureus

Access this article online

Quick Response Code: Website: 
www.ijdvl.com

DOI: 
10.4103/0378-6323.144178

PMID:
*****

Ipsilateral galactorrhea following 
zoster of the T4 dermatome

Sir,
Galactorrhea is defined as discharge of milk or 
milk‑like secretion from the breast in the absence of 
parturition or beyond six months’ postpartum in a 
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non‑breastfeeding woman.[1] The secretion may be 
intermittent or persistent, scant or abundant, free 
flowing or expressible, and unilateral or bilateral. 
It is a relatively common problem that occurs in 
approximately 20% to 25% of women.[1] Herpes zoster 
is a rarely implicated cause for galactorrhea.

A 50‑year‑old postmenopausal woman with milky 
discharge from her right breast and pain in the right 
side of chest for the previous 6 months was referred 
from the endocrinology department. The pain 
was continuous, of moderate intensity, burning in 
nature, and associated with hyperesthesia. She had a 
painful vesicular eruption in the area of right breast 
extending up to the scapula, 12 months ago. She had 
no history of headache, vomiting, or decreased vision 
and did not take any medication except analgesics 
for the chest pain. Examination revealed an irregular 
hypopigmented atrophic patch on the right side of 
the chest wall extending over the right scapula in T4 
dermatome  [Figure  1]. Breast examination showed 
no asymmetry, dimpling, or masses but did reveal 
a milky discharge from the right nipple. Screening 
biochemical investigations, thyroid function test, and 
serum prolactin levels were within the normal range. 
In the absence of systemic signs, we chose not to 
undertake a battery of other tests for galactorrhea, viz. 
serum cortisol, growth hormone, serum insulin‑like 
growth factor levels, and imaging studies.

Pain was managed with pregabalin and analgesics. For 
galactorrhea, she was referred to the endocrinology 
department where she was advised periodic 
assessment of serum prolactin levels as patients with 
isolated galactorrhea and normal prolactin levels do 

Figure 1: Atrophic hypopigmented scars right side, T4 dermatome

not require treatment if they are not bothered by the 
milky discharge.[1] Her serum prolactin levels on the 
first follow‑up visit were normal and she was advised 
to report after another 6 months.

The history of a painful vesicular eruption and the 
presence of atrophic scars within a dermatome are 
evidence for zoster which occurred 6 months prior to 
the development of galactorrhea and was the possible 
cause, in the absence of another explanation and with 
normal laboratory investigations. Complications of 
herpes zoster can be classified into four categories 
according to the affected system: cutaneous, ocular, 
neurological, and visceral.[2] Galactorrhea is seldom 
described as a complication of zoster and we found 
only two previous reports.[3,4,] One case was similar 
to ours, whereas the other was a HIV‑positive 
postmenopausal woman with persistent galactorrhea. 
The time gap between zoster and galactorrhea in one 
case was 6 months while it was 2 months in the other 
patient.[3‑4]

Galactorrhea is a benign nipple discharge that has 
no association with breast cancer. It is not a disease 
process but is a symptom that may or may not be 
associated with an underlying disease that needs 
further medical treatment. Galactorrhea is idiopathic 
in about 35% of cases, physiological in 14%, and 
occurs as a result of chest wall irritation in less than 
10%. Zoster is a rarely cited cause of galactorrhea and 
may be mediated by stimuli sent through intercostal 
nerves to the posterior column of the spinal cord, to 
the mesencephalon, and finally to the hypothalamus, 
where the secretion of prolactin inhibitory factor is 
reduced, thereby increasing the levels of prolactin and 
leading to galactorrhea.[1]
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Figure 2: Non-inflammatory bald patches in the beard
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Beard involvement in a man with 
frontal fibrosing alopecia

Sir,
Frontal fibrosing alopecia is a variant of primary 
lymphocytic cicatricial alopecia, typically observed in 
postmenopausal women[1] with a few cases reported 
in men.[2‑4] It is considered a clinical variant of lichen 
planopilaris producing irregular hair loss from the 
frontal hairline, preauricular area and eyebrows, with 
facial papules in the temporal area. Involvement of 
body hair, mainly affecting axillae, pubis and lower 
and upper limbs can also occur.[1,5] We present a case 
of frontal fibrosing alopecia in a man with acute hair 
loss from the beard and limbs.

Figure 1: (a) Band of frontoparietal hair recession with partial 
loss of eyebrows. (b) Marked recession of temporal hairline with 
complete loss of sideburns. (c) Irregular patches devoid of hairs 
in lower limbs

cb
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A 52‑year‑old man presented with a 10‑year history 
of progressive recession of the fronto‑parietal hairline 
in a band and marked decrease in hair on the 
eyebrows  [Figure  1a and b]. In addition, the patient 
complained of sudden, relapsing, asymptomatic, 
patchy hair loss from the beard  [Figure 2] and upper 
and lower limbs [Figure 1c] which had started 3 years 
ago and continued to be active. Axillary and pubic hair 
were normal. Dermoscopic examination of the scalp, 
beard and lower limbs revealed loss of orifices, peripilar 
erythema and white concentric scales around the 
follicular papules [Figure 3c and d]. These dermoscopic 
findings were more pronounced on the scalp and lower 
limbs than in the beard and eyebrows, where peri‑pilar 
erythema and perifollicular scales were absent.

Laboratory tests including complete blood count, 
thyroid screen and antinuclear factor were normal. 
Histopathological examination of the scalp specimen 
revealed hair follicles replaced by fibrous tracts and a 
chronic lymphocytic infiltrate surrounding the follicles. 
The beard and lower limb biopsies were very similar to 
the scalp biopsy [Figure 3a and b]. These findings led us 
to the diagnosis of frontal fibrosing alopecia with beard 
and body involvement. Various treatments were used 
viz. topical and oral corticosteroids, hydroxychloroquine 
and acitretin, which reduced the signs of inflammation 
but did not slow the course of the alopecia.

Frontal fibrosing alopecia is extremely unusual in men, 
with only 9  cases reported in the literature.[2,3,6,7] It is 
characterized by a symmetric pattern of progressive 
recession of the fronto‑temporal hairline and a marked 
decrease or complete loss of eyebrows in 73% of cases.[1] 
Although the “lonely hair” sign can be present in several 
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