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research leads us to believe that GJB2 gene mutation 
plays an important role in the pathogenesis of VS 
in humans. Further investigation will focus on 
determination of the function of mutant GJB2 and 
elucidation of the role of D66H mutation in VS.
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Nickel free safety pins: A boon to 
women with nickel allergy

Sir,
Nickel is the most common sensitizer with a prevalence 
rate of 4-13.1% and is on the increase.[1] Nickel is the 
most common allergen showing positive reaction on 
patch testing with Indian Standard Patch Test.[2] Women 
are more commonly sensitized by nonoccupational 
contacts such as ear piercing with ordinary needle and 
use of fashion jewellery that contains free nickel.[3]

Most of the Indian women use safety pins over the 
suprascapular area to secure their dress. The stainless 
steel safety pin which is available in the market 
contains nickel and chromium. Although plastic safety 
pins are available in the market, they are not readily 
available and they are not strong enough to secure 
the heavy clothes. When we were searching for the 
solution for those with nickel allergy we came across 
a factory, Needles Industries (India) Pvt. Ltd. at Ooty, 
Tamil Nadu which manufactures nickel-free safety 
pin. We requested the company to send few sample 
pins and subjected them to a dimethyl glyoxime 
(DMG) test to confirm the absence of nickel. The DMG 
was performed as follows.

Few drops of the DMG solution and ammonium 
hydroxide were successively placed on a cotton-
tipped applicator; the cotton tip was then rubbed 
against the safety pins.[4] There was no color change 
in the cotton-tipped applicator rubbed against the test 
pins, although it was able to appreciate pink color in 
commonly available stainless steel pins [Figure 1].

Since a DMG spot test can detect only up to a minimum 
concentration of 1:10,000, we sent the sample pins to 
T.Stanes and Company Ltd., Phyto Pharma Testing 
Lab, Coimbatore for further testing by a more sensitive 
method to detect nickel.
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Figure 1: Dimethyl glyoxime spot test to demonstrate the absence 
of nickel

The Association of Analytical Chemists (AOAC) 1995 
test method was used. The sample was subjected to 
digestion with triple acid/aquaregia. The digested 
sample was diluted in HCl and was used for nickel 
analysis (wavelength: 232, lamp current: 3.5, 
slit nm: 0.2). The report showed that the test sample 
contained no nickel, whereas regular stainless steel 
safety pin contains 1.3% nickel.

Thus these nickel-free safety pins would be a safe 
alternative for patients with nickel allergy. We also 
informed the Contact and Occupational Dermatitis 
Forum of India and hope to supply the pins along with 
antigen for patch testing.
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Melanoma arising in giant 
zosteriform nevus spilus

Sir,
Nevus spilus (NS), also known as speckled lentiginous 
nevus, is a variant of melanocytic nevus, characterized 
by a uniform light-brown patch, within which there 
is a speckling of darker macules or papules.[1,2] Its 
prevalence is estimated in about 1–2%, similar 
to the incidence of congenital nevi in the general 
population.[2] While in the past years it was considered 
as a harmless pigmented lesion, recent reports of 
melanomas arising in NS have focused the interest 
on this entity, as a potential precursor of melanoma.[1] 
We report an additional case of melanoma originating 
within a giant zosteriform NS.

A 47-year-old man had a segmental, unilateral NS 
involving his right shoulder, back, chest, and upper 
aspect of arm. The lesion did not extend across the 
ventral midline, whereas the dorsal midline was 
exceeded [Figure 1]. The patient reported that it 
had been present since birth and that it had slowly 
enlarged during childhood and adolescence. His 
past medical history was unremarkable, and there 
was no family history of melanoma or dysplastic 
nevi. He had a skin phototype II and a history of 
frequent sun exposures during summer. In October 
2009, the patient presented at our department for 
the evaluation of an irregular grayish area with 
three prominent, darker speckles within his NS on 
the upper right back, near the midline [Figure  1 
inset]. These changes had been noticed by his 
wife. The atypical area measured approximately 
1.5 cm in diameter. On dermatoscopic examination 
it showed an irregular pigment network with dots 
and globules of different size and shape, and a few 
pepper-like granules. These findings were suspicious 
for melanoma. A complete excision of that area was 
performed, and histopathology revealed the presence 
of a nonulcerated superficial spreading melanoma 
with Breslow thickness 0.40 mm, Clark level II, and 
mitotic index 0/mm2 adjacent to a junctional nevus 
[Figure 2]. Subsequently, a reexcision of the scar 
with 1 cm safety margin was performed. All staging 
investigations, including chest X-ray, abdominal, and 
regional lymph node ultrasounds were within normal 
limits. No melanoma recurrence was apparent 2 years 
after surgery, and follow-up is still ongoing.
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