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infections are treated, contact tracing is obviated, 
treatment seeking behavior is not required and 
compliance and treatment effectiveness is assured.[8] 
Antibiotic resistance may result and must be weighed 
against the benefits of such form of treatment. 
Developing countries should evaluate such an 
approach through meticulous trials.

A combined approach of a single round of mass 
treatment with syndromic management and with 
extensive use of the media to educate the population 
may be the answer to impede the burgeoning threat of 
association and spread of STD and HIV.
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Figure 1: Piot-Fransen model depicting effect of mass treatment 
on sexually transmitted disease

A simple and cost-effective A simple and cost-effective 
device for mobile dermoscopydevice for mobile dermoscopy

Sir,
We had earlier presented an article mentioning the 
use of a simple jeweller’s loupe as a dermoscopy 
device.[1] Here, we present a modification by which 
any smart-phone camera can be converted into a 
dermoscopy device.

Some of the popular devices available in the 
market for the same purpose are Canfield 
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dermscope® (Canfield scientific) and Handyscope® 
(FotoFinder systems Gmbh) both of which can be 
attached to smart-phones and serve the purpose 
of effective dermoscopy. These devices are 
especially useful in the context of e-dermoscopy or 
teledermoscopy, in which dermoscopic images can 
also be transmitted along with the clinical images 
for teleconsultations.[2] The main disadvantage of 
these devices, in the context of use in developing 
nations is the relatively high cost (starting from 
approximately 35,000INR/700USD). Moreover, 
most of these devices are compatible with only one 
particular make of smart-phones, limiting its utility.

Here, we present a simple device which can function 
effectively as a mobile dermoscope and can be a 
cheap and useful tool in mobile-phone enabled 
teledermoscopy.

Like in the original method,[1] we used a simple 
jeweler’s loupe with ×10 magnification and a built-in 
LED (Light-Emitting Diode) light. The loupe after 
extension was taped to the back of the smart-phone 
with the lens approximating the lens of the 
smart-phone camera [Figure 1]. Alcohol gel was used 
as the dermoscopy fluid. It should be noted that the 
lesions were viewed through the fluid with a small gap 
between the loupe and the fluid. In other words, direct 
contact was minimal [Figure 2].

The main advantages of this simple device are the very 
low cost (less than 500 INR/10dollars for the loupe) 
and the fact that it can be attached to any smart-phone, 
making it more versatile. Since both the macro 
images and the dermoscopic images can be taken 
with the same smart-phone, it becomes very easy to 
submit the images for teledermatology consultations. 
The obvious limitations are the lower quality of the 
dermoscopic images and the absence of polarized 
dermoscopy options. Further studies would be needed 
to validate such a tool for use for the diagnosis or triage 
of cases like melanoma. However, we suggest this 
only as a basic tool which could be an aid to mobile 
teledermatology especially, in rural settings and also 
effective in teaching students and clinicians the basics 
of dermoscopy, especially in the Indian context, where 
dermoscopy for diagnosis and triage of melanoma is 
not a major need.
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Figure 1: Jeweler’s loupe attached to a HTC desire HD mobile 
phone with cello-tape and visualization of a melanocytic nevus 
with the loupe
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Figure 2: Melanocytic nevus over the fi nger (a) viewed with a jeweler’s loupe attached to a smartphone (b) and with a standard 
dermoscope-DERMLITE pro HRII attached to a Sony DSC W-350 camera (c)
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Dermoscopic criteria for Dermoscopic criteria for 
differentiating exogenous differentiating exogenous 
ochronosis from melasmaochronosis from melasma

Sir,
There has been a sudden rise in the number of reported 
cases of exogenous ochronosis (EO),[1-3] and it may not be 
as uncommon as previously thought. In the early stages, 
it is clinically difficult to distinguish EO from melasma. 
A worsening of pigmentation due to EO can lead to 
paradoxical increased application of skin lightening 
agents, further aggravating the condition. Thus, it is 
essential to distinguish early EO from melasma. The 
gold standard for diagnosis of EO is a skin biopsy. 
Dermoscopy may be an important tool to differentiate 
EO from melasma, and may assist in choosing the 
appropriate site for biopsy in suspected cases. Two cases 
of EO following the use of skin lightening agents for the 
treatment of melasma are reported and dermoscopic 
criteria for diagnosis are being put forward.

A 48-year-old Indian woman, Fitzpatricks skin type IV, 
presented with erythema, and gradual deterioration 
of her melasma. She was using sunscreens and skin 
lightening agents containing 2% hydroquinone in 
an unsupervised manner since 8 years. She noted 
worsening of her melasma since the past 3 years.

The second case was a 42-year-old, Indian woman, 
skin type IV diagnosed with melasma 14 years back. 
She was treated with modified Kligman’s formula 
containing 2% hydroquinone, 0.025% tretinoin, 
1% hydrocortisone, sunscreens, and glycolic acid 
peels. She continued use of skin lightening agents 
unsupervised for 13 years, and presented with 
worsening of her melasma.

On clinical examination, both cases revealed grayish 
brown macules with interspersed “confetti like” 
hypo-pigmented macular areas on the malar region, 
a speckled pattern of pigmentation [Figure 1a-d] 
and a coarse texture with pinpoint, dark brown 
papules, which were more appreciable on 
palpation [Figure 1d]. In addition, case one, revealed 
erythema and fine telangiectasias on bilateral malar 
areas, whereas case two revealed mild atrophy of 
the malar regions and a mild bluish black hue of 
bilateral zygomatic regions. There was no clinical or 
laboratory evidence of alkaptonuria in both cases. 
3 mm punch biopsies taken from the pinpoint 
papular lesions revealed characteristic short, stout, 
curvilinear, “banana-shaped,” ochre-colored fibers of 
varying thickness in the papillary dermis [Figure 1f]. 
Methylene blue staining showed dark blue staining of 
the ochronotic fibers [Figure 1e]. There was evidence 
of solar elastosis in both cases. Both cases were 
clinical stage II as per Dogliotti staging.[4] Dermoscopic 
examination of both patients in areas with melasma 
without ochronosis revealed an accentuation of the 
normal pseudo-rete of the facial skin. In areas with 
ochronosis, greyish brown dark amorphous structures 
in the perifollicular region and some obliterating the 
follicular openings were observed. The pattern was 
curvilinear and “worm like” in some areas [Figure 2]. 
There was a clear demarcation between melasma and 
exogenouss ochronosis on dermoscopy [Figure 3a-d].

EO is clinically characterized by an asymptomatic 
hyperchromia of the skin, usually on the sun 
exposed areas of the face, back, and the extensor 

Table 1: Clinical setting where dermoscopy should be used as 
a screening test

Patients who have history of chronic hydroquinone usage
Facial hyperpigmentation not responding to treatment
Facial hyperpigmentation relapsing after initial improvement
Coarse texture of the skin on palpation
Presence of fi ne telangiectasia’s
Hyperchromia with “speckling” or “reticulation”
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