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Localised bullous pemphigoidLocalised bullous pemphigoidLocalised bullous pemphigoidLocalised bullous pemphigoidLocalised bullous pemphigoid as this disease does not usually respond well to 

treatment. Dapsone 100 mg daily was continued for 
in the breastin the breastin the breastin the breastin the breast 6 months. There was no relapse on follow-up after 

another six months. 

Sir, 

A 20-year-old woman presented with recurrent 

vesiculobullous lesions associated with itching, 

oozing and crusting around the right areola of 1 year’s 

duration. The lesions used to subside temporarily 

with topical steroids and oral antibiotics. On 

examination, there were vesicles and bullae with 

crusting and erosions around the right areola. No 

other areas were involved. There were no oral or 

genital lesions. Systemic examination was normal. 

The clinical diagnosis of localized bullous pemphigoid 

(BP) was confirmed by direct immunofluorescence 

study of perilesional skin, which showed linear IgG 

and C3 deposits at the basal membrane level [Figure 

1]. Histopathological examination of a biopsy revealed 

a subepidermal blister. Indirect immunofluorescence 

with salt split skin examination and immunomapping 

is required to confirm the diagnosis and exclude the 

possibility of localized trauma-induced epidermolysis 

bullosa acquisita.[1] This was not performed in our 

patient as she improved dramatically with dapsone 

100 mg orally daily and a topical clobetasol 

propionate-gentamicin combination; the rapid 

response to treatment makes the diagnosis of 

epidermolysis bullosa acquisita in our patient unlikely, 

Figure 1: DIF Photomicrograph showing the linear BMZ band 

Localized BP is infrequent, but has been documented 

following radiotherapy, in surgical wounds, secondary 

to trauma or burns and peristomal lesions. [2-4] 

Localized BP affecting the pretibial, oral or vulvar 

region has also been described,[5] but its pathogenesis 

is not clear. Some authors consider it the result of 

different forms of epidermal damage (Koebners 

phenomenon) in predisposed patients, with the 

induction of antigen exposure in the context of 

subclinical pemphigoid followed by activation of the 

corresponding autoimmune process.[6] While localized 

BP of the breast after, for example, radiotherapy has 

frequently been described,[7] we could not find any 

trigger in our patient. Potent topical corticosteroids 

are very useful in the treatment of localized BP. The 

addition of dapsone along with a small dose of oral 

steroids may be also helpful in patients with 

recalcitrant disease. Our patient responded well to 

treatment with oral dapsone and a topical steroid-

antibiotic combination. 

REFERENCES 

1.	 Dejong MC, Kardaun SH, Tupker RA, Seijen WG. 

Immunomapping in localized bullous pemphigoid. der Hautarzt 

1989;40:226-30.[Quoted from: Dejong MC, Bruins S. Bullous 

pemphigoid and epidermolysis bullosa acquisita. Differentiation 

by fluorescence overlay antigen mapping. Arch Dermatol 

1996;132:151-7.] 

2.	 Macfarlane AW, Verbod JL. Trauma induced bullous pemphigoid. 

Clin Exp Dermatol 1989;14:245-9. 

3.	 Vermeulen C, Janier M, Pansei, Daniel F. Localized bullous 

pemphigoid induced by thermal burn. Ann Dermatol Venereol 

2000;127:720-2. 

4.	 Salomon RJ, Briggaman RA, Wernikoff SY, Kayne AL. Localized 

bullous pemphigoid: A mimic of acute contact dermatitis. Arch 

Dermatol 1987;123:389-92. 

5.	 De Castro P, Jorizzo JL, Rajaraman S, Solomon AR, Briggaman 

RA, Raimer SS. Localized vulvar pemphigoid in a child. Pediatric 

Dermatol 1985;2:302-7. 

6.	 Pardo J, Serna MR, Mercader P, Fortea JM. Localized bullous 

pemphigoid overlying a fistula for hemodialysis. J Am Acad 

Dermatol 2004;51:131-2. 

7.	 Calikoglu E, Anadolu R, Erdem C, Calikoglu T. Localized bullous 

Indian J Dermatol Venereol Leprol|March-April 2006|Vol 72|Issue 2 1 5 8  



Indian J Dermatol Venereol Leprol|March-April 2006|Vol 72|Issue 2 1 5 9

Split-thickness skin grafting: ASplit-thickness skin grafting: ASplit-thickness skin grafting: ASplit-thickness skin grafting: ASplit-thickness skin grafting: A

novel approach in thenovel approach in thenovel approach in thenovel approach in thenovel approach in the

treatment of Fournier’streatment of Fournier’streatment of Fournier’streatment of Fournier’streatment of Fournier’s

gangrenegangrenegangrenegangrenegangrene

Sir,

Fournier ’s gangrene is an uncommon rapidly

progressive polymicrobial (aerobes and anaerobes)

infection of the genital, perineal and perianal region,[1-

4] resulting in necrotizing fasciitis, due to endarteritis

of scrotal vessels and gangrene of the scrotum.[1] It

can involve contiguous areas like the lower urinary

tract, anus, rectum and colon. The course of disease

is rapid and the disease can be lethal if not treated

urgently.

Fournier’s gangrene is more common in males and

can present in any age group. Predisposing factors

are diabetes, alcoholism, old age, HIV infection and

malnutrition.[1-6] Operative procedures like vasectomy,

circumcision, hysterectomy, pudendal nerve block and

episiotomy may also lead to Fournier’s gangrene.[1] It

has also been reported following insect bite and

trauma in children.[1,4]

The diagnosis is mainly clinical.[1] Treatment involves

debridement and intravenous administration of

broad-spectrum antibiotics.[4-8] Even with aggressive

surgical debridement, the mortality rate ranges from

8 to 67%.[1] Reconstruction of the scrotum and perineal

area can be done after the infection is controlled.

Orchidectomy and/or penectomy may be required.[8]

Methods for reconstruction of the scrotum include

burying the testes in the thigh or in the abdomen;[1]

split-thickness skin grafting (STSG) with mesh

technique, a technically easy and safe method with

satisfactory results; and wide surgical debridement

with secondary suturing.[4-6]

We report successful treatment of a patient of

Fournier’s gangrene by reconstruction of the scrotum

with split-thickness skin grafting.

A 39-year-old male presented with a 2-day history of

pain and swelling of the scrotum. On examination,

the scrotum showed a diffuse tender swelling and a

localized purpuric plaque with a broad rim of

erythema [Figure 1]. Based on the clinical features, a

diagnosis of Fournier’s gangrene was made. The

hemogram and blood sugar levels were normal. The

HIV (ELISA) test was negative and the VDRL test was

nonreactive. He was hospitalized and treated by wide

excision and debridement [Figure 2]. After a week,

the denuded area was covered with healthy

granulation tissue. Considering the large ulcer area,

split-thickness skin grafting was done. The grafts were

well taken in 80% of the area. The patient was put on

injection cefotaxime 1 g TID intramuscularly, injection

gentamycin 80 mg BD intravenously and

metronidazole 400 mg TID orally for 10 days. The

donor area healed up completely in 2 weeks. By 35

days the grafts completely covered the ulcer and by 6

months the scrotal skin had a near-normal appearance

[Figure 3].

Fournier’s gangrene is a rapidly progressive necrotic

disease of the genital region that may be potentially

lethal. It needs prompt surgical intervention and

parenteral antibiotic therapy. Hyperbaric oxygen

therapy has also been advocated. After the phase of

acute necrosis and debridement, treatment of the wide

areas of denuded skin in the genital, perineum and

perianal region is a difficult task. Since healing with

secondary intention may take a very long time,

reconstructive surgery may be needed.

Split-thickness skin grafting (STSG) is a safe and easy

method to cover these raw areas. However, stabilizing
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pemphigoid as an unusual complication of radiation therapy. J 
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