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Dear Friends,

Its a matter of great pride for us to release the second edition of the Newsletter ‘Dermbuzz 2’ for the year 2020. This
magazine is a reflection of the immense creative talent of the DSB members, besides their keenness to remain up-to-date with
newer developments that are constantly taking place in our specialty. Its been a year full of uncertainties; we have been
gripped by fear and anxiety that COVID-19 may strike us and our dear ones at any time. We have dared not to make any
future plans doubting if there would be any future. In these morbid times, this magazine comes as a breath of fresh air and fills
our mind with positivity, joy and optimism. Change is inevitable, the virus will get annihilated, normalcy will return and Delhi
State Branch will continue to entertain you through these newsletters...........

Long live IADVL DSB.

Dr. Sujay Khandpur
President, IADVL DSB 2020 

It is a matter of immense pride that the second issue of “Dermbuzz” the newsletter, of and by the members of the Delhi
State Branch is being released and presented.

The resilience shown by the editorial team and the contributors has proved that we have not only strived to stay afloat in
this period of adversity but have sailed through rough waters to release this issue in time.
With a myriad of interesting articles, sketches and more, this issue, just like the previous one released earlier this year,
makes a thrilling read. Right from designing the cover page, to the layout of the newsletter to editing and releasing, the
entire newsletter is the indigenous work of the talented editorial team of the Delhi State Branch. We are immensely
grateful to all our members for their valuable contribution in making this happen.

I wish to see the newsletter scale greater heights. Wishing you great reading.

With Best Wishes,

Dr. Gulhima Arora.
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OBITUARY  

Dr (Prof.) VN Sehgal (August 09, 1936–January 17, 2020) 

 
We would like to convey our heartfelt condolences to Late Dr (Prof.) V N Sehgal, one of the 
senior members of IADVL, Delhi state branch. Dr Sehgal  passed away on 17.01.2020.  

Dr. Sehgal worked tirelessly for advancement of medical education during his tenure as 
Professor/Head of the Department in Goa Medical College (1969–1978); the University 
College of Medical Sciences (UCMS), Safdarjung Hospital (1978–1981); Maulana Azad Medical 
College/Lok Nayak Jai Prakash (LNJP) Hospital (1981–1991); Lady Hardinge Medical College 
(1991–1993); and UCMS-Guru Tegh Bahadur (GTB) Hospital (1993–1994). He also served as 
Director/Medical Superintendent at Maulana Azad Medical College/Lok Nayak Jai Prakash 
(LNJP) Hospital, Lady Hardinge Medical College and UCMS-Guru Tegh Bahadur (GTB) Hospital.  

He was an excellent mentor and had trained large number of dermatologists. He was very 
enthusiastic, hard working and generous person who always strived for perfection. He was a 
keen clinician and researcher and continued to publish papers, reviews and books till the last 
years of  his life. Our heartfelt condolences to the grieving family and friends.  

Though he has departed from earth, however he will never truly leave us, for he is still alive 
in our hearts and minds and his legacy will always live on. We pray to the almighty that his 
soul may rest in eternal peace. 
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DERMATOLOGY IN THE 
ERA OF COVID-19 

COVID-19: TIME TO REVISIT UNTOWARD 
EFFECTS OF HYDROXYCHLOROQUINE (HCQ) 

Hydroxychloroquine (HCQ) is a well-known 
drug in the field of medicine that recently re-
gained attention worldwide owing to the 
antiviral effects and controversial role in the 
treatment and prophylaxis of COVID -19. It has 
long been regarded as a safe disease modifying 
anti-rheumatic drug, widely employed in 
various dermatological conditions such as 
connective tissue disorders: lupus 
erythematosus (systemic and discoid), 
rheumatoid arthritis, dermatomyositis, 
Sjogren’s syndrome; photosensitivity 
disorders: polymorphic light eruptions, chronic 
actinic dermatitis, porphyria cutanea tarda; 
refractory chronic urticaria; psoriasis and 
seronegative arthritis; leukocytoclastic 
vasculitis, Crohn’s disease etc. It is known to 
exhibit antimicrobial, anti-inflammatory, 
photoprotective, metabolic and 
immunosuppressive effects. It is obvious that 
concurrent with these beneficial effects, there 
is a likelihood of upsurge in the adverse effects 
of hydroxychloroquine because of its escalated 
use in the present pandemic and therefore it is 
the need of the hour for the dermatologists to 
be prepared for encountering the same in their 
daily clinical practice. 

Adverse drug reactions described herein shall 
be borne in mind while treating patients 
receiving hydroxychloroquine – 

Ocular reactions 

Ophthalmologic side effects include corneal 
deposits, pre-maculopathy and the most 
dreaded irreversible retinopathy. Corneal 
deposits are usually seen in initial few weeks, 
they are asymptomatic and do not necessitate 
discontinuation. If needed these can be 
reversed after stopping the drug. Pre-
maculopathy is when changes on visual field or 
fundoscopic examination are not associated 
with any loss of vision. It is reversible but 
significant; since continued unsupervised drug 
intake after this stage may culminate into 
irreversible retinopathy.  

According to American Academy of 
Ophthalmology, baseline ocular examination 
(testing for visual acuity, visual field and 
fundoscopic examination) should be done 
within the first year of drug administration. 
Five years later, it should be repeated annually 
as literature reports that when used in the 
recommended dose the risk of retinopathy is 
minimal for 5 years but rises significantly 
thereafter. 

Gastrointestinal reactions 

These include nausea, vomiting and diarrhea 
that respond to reduction of dose but need to 
be looked for as they may lead to 
discontinuation of treatment. 

Neuromuscular reactions 

Headache, seizures, psychosis, skeletal muscle 
weakness etc. are rarely seen. Extreme caution 
and preferably avoidance is advocated in cases 
of psychosis and myasthenia gravis. 

Hematological reactions 

Hemolysis in G-6PD deficient patients, 
agranulocytosis and pancytopenia are 
extremely rare with the recommended dosage 
of HCQ. The maximum recommended daily 
dose of HCQ is 6.5 mg/kg calculated from the 
ideal body weight of the patient (in Kg) or 400 
mg whichever is lower. Recently it has been 
suggested that optimal dosing may be 5 mg/kg 
or even lesser of actual body weight. Those 
who receive prolonged treatment should 
undergo periodic repeat laboratory 
assessments. 

Dermatological adverse effects 

Recently Sharma et al. have categorised the 
adverse cutaneous events on the basis of mean 
cumulative dose into two groups-  

High (>100gm): 

Stevens-Johnson syndrome/Toxic epidermal 
necrolysis (SJS/TEN), Pruritus, Drug eruption 
(Maculopapular/erythematous/urticarial), 
Cutaneous hyperpigmentation, Melanonychia, 
Photosensitivity, Stomatitis, Hair loss. 

Low (<100 gm):  
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Acute generalized exanthematous pustulosis 
(AGEP),Urticaria,Psoriasis,Drug reaction with 
eosinophilia and systemic symptoms(DRESS) 
,Erythroderma,Blistering,Erythema 
multiforme,Porphyria,Hair 
hyperpigmentation/ bleaching 

 
The time of onset of these adverse effects 
varies from few days (AGEP) to few weeks 
(SJS/TEN), and may be seen even after many 
months to years (cutaneous hyper- 
pigmentation). 
 
Their exact pathogenesis is still unknown 
though some plausible explanations have been 
described. Hyperpigmentation may be 
secondary to bruising and hemosiderin 
induced melanocyte activation, as supported 
by histopathological studies describing 
elevated superficial dermal iron deposits in 
hyperpigmented regions. Jallouli et al. noted 
that 96% of SLE patients with HCQ induced 
pigmentation had predisposition to bruise 
mostly due to treatment with antiplatelets or 
oral anticoagulants. HCQ induced inhibition of 
transglutaminase activity disrupts the 
epidermal barrier which is followed by 
restorative increased, irregular keratinization 
in upper epidermis that explains exacerbation 
of psoriasis. Higher solubility of HCQ-porphyrin 
complex increases mobilization of hepatic 
porphyrins for excretion that unmasks pre-
existing porphyria. Clinical features of SJS/TEN, 
AGEP etc. are classical. Cutaneous 
hyperpigmentation is blue-gray to black and 
generalised in distribution involving face and 
extremities. The clinical course varies from 
self-resolution in a few weeks in AGEP to 
months or years for fading of 
hyperpigmentation even after discontinuation 
of HCQ. Depending upon the severity of 
involvement, treatment involves 
discontinuation of HCQ and administration of 
topical or oral steroids. Administration of 
lower dose or changing to different 
antimalarials too helps in some cases.  

Allergic reactions 

Urticaria, angioedema and bronchospasm 
have been reported. 

Miscellaneous reactions 

Cardiovascular events have been rarely noted. 

Acute toxicity 

Sometimes in cases of overdosage or drug 
administration in hypersensitive individuals, 
acute toxicity may be seen which may be life-
threatening as well. Apart from symptomatic 
treatment, measures to impair drug 
absorption like emesis or gastric lavage 
(activated charcoal; upto 5 times of ingested 
HCQ within 30 minutes of drug intake) may be 
taken after initial stabilization and control of 
seizures, if any. Also, ammonium chloride (8 
gm in three divided doses daily) may be given 
for a few days to acidify urine and promote 
drug excretion after ruling out metabolic 
acidosis or renal impairment. 

By 
Dr. Meenu Malik 
MBBS,MD (DVL) 
 

DERMATOLOGY AMIDST COVID-19 
PANDEMIC 

 
The number of globally confirmed cases of the 
COVID-19 pandemic has reached an alarming 
number, challenging the entire medical 
fraternity including dermatologists 
worldwide.1 

Although the virus is not known to be 
dermatotropic till now, there have been many 
reports of cutaneous manifestations of COVID-
19 including various types of rash and the well-
documented perniosis. In addition to this, 
there are many dermatological complications 
resulting from the prolonged use of personal 
protective equipment, masks and repetitive 
hand washing especially amongst the health 
care workers.2 The conventional examination 
and palpation of the lesional skin in the clinic is 
against the recent norm of social distancing. 
Hence, there has been a growing emphasis on 
the concept of “teledermatology”, although it 
is relatively new and challenging to 
incorporate in the daily routine practice; 
especially taking into account the financial 
issues, more so in the developing nations. 
Since majority of the dermatology 
consultations are not emergencies, it is 
important for the doctor as well as the patient 
to familiarise themselves with the concept of 
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teledermatology and artificial intelligence.3 
The implementation of online consultations as 
per the rules is likely to decrease the need of 
health care resources and simultaneously 
protect the unwanted exposure as many 
asymptomatic persons are found to be positive 
later. This would also provide an opportunity 
to the dermatology residents to render their 
services at medical frontline, which is the need 
of the hour.4 The diagnosis and management 
of venereal disorders, leprosy and 
dermatological emergencies including toxic 
epidermal necrolysis and erythroderma 
remains an unsolved query. Engaging the 
dermatology residents in spreading medical 
education about the safe practices under the 
domain of dermatology and venereology via 
online discussion may be helpful. Furthermore 
the collaboration between remote primary 
health care centres and tertiary hospitals via 
telemedicine to evaluate rural and 
economically deprived patient groups for 
cardinal signs of leprosy, major venereal 
diseases and acute and chronic dermatoses 
may combat the mass patient gathering in 
cities for short term. This may also aid in 
regular follow-up of at-risk patients on 
immunosuppressants who are currently facing 
travel constraints due to the ongoing 
pandemic, in the terms of dose adjustments 
and monitoring adverse effect profile. Ensuring 
adequate supply of syndromic treatment kits 
and multi drug therapy (MDT) kits at local 
health centres to prevent overcrowding at 
tertiary hospitals; especially in developing 
nations may promote treatment compliance 
while decreasing disease transmission. 
Additionally, the proposed use of glass cabin 
and personal protective equipment where 
needed to examine emergency cases5 and 
using telemedicine in intensive care unit 
appear to be a useful option to tide over the 
crisis. 
A variety of repurposed drugs and 
investigational drugs such as Remdesivir, 
Chloroquine, Hydroxychloroquine, Ritonavir, 
Lopinavir, Interferon-beta, and other potential 
drugs have been studied and are being used for 
COVID-19 treatment. All these drugs can lead 
to various cutaneous side effects and the 
dermatologist should be well aware of them. 

 
Hence, apart from enriching the research for 
identification of cutaneous features of COVID-
19, which would need time demanding 
prospective studies and frequent face to face 
interactions, practicing and budding 
dermatologists could also remarkably 
contribute to the community by devising ways 
to continue delivery of uninterrupted optimum 
services to the patients suffering from major 
dermatoses while maintaining as much social 
distancing as possible. 
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By  
Dr. Prekshi Bansal  
MD Dermatology 
ABVIMS and Dr. RML Hospital, New Delhi 
 

MASKNE 
 

The COVID-19 crisis has definitely brought in 
many changes and face masks top the list. 
Maskne (mask acne) also known as acne 
mechanica is a form of acne that occurs from 
excessive pressure, friction, heat or rubbing of 
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the skin. Before the era of face masks, it was 
typically seen underneath bras, heavy clothing 
and protective gear. Maskne varies in 
appearance, from tiny blackheads to red 
inflamed pustules. In the beginning, the skin 
may feel a little rough and then it progresses to 
become red and inflamed with papules. 
 
Here are ways in which masks can cause acne:  
 

1. Friction- Prolonged hours of rubbing of 
a material over the sensitive areas of 
the face like the mouth and the nose, 
causing pressure, occlusion and 
friction. 

2. Heat- The amount of heat generated 
in an occlusive environment under the 
mask is contributory to the formation 
of acne. 

3. Mask fabric- Synthetic materials like 
polyesters are prone to causing 
maskne and can release formaldehyde 
and dyes during washing, from which 
the skin can become very stressed.  

4. Trapped breath- It fosters a breeding 
ground for bacteria and fungi under 
the mask. 

5. Microbiome dysbiosis- Due to heat, 
altered pH, and moisture from 
biofluids. 

 
Clinical criteria proposed for “maskne” 
includes new onset of acne or exacerbation of 
acne over masked area, within 6 weeks of start 
of regular face mask wear and exclusion of 
differential diagnoses including perioral 
dermatitis, seborrheic dermatitis, 
pityrosporum folliculitis, acne rosacea.  
 
Few tips for preventing maskne: 
 
CDC recommends surgical masks for 
healthcare providers and cotton masks for the 
general public. Change your mask regularly (as 
soon as it starts getting wet) and use 
breathable cotton masks wherever possible. 
Use a non-comedogenic moisturizer before 
and after using a mask. Avoid makeup 
underneath the mask area and use a mild 
cleanser to wash the face. Lastly, don’t forget 
your sunscreen under the mask! 

 
By 
Dr. Nitika Nijhara (MBBS, MD) 
Consultant Dermatologist, Dermaworld Skin 
Clinic, New Delhi 
& 
Dr. Rohit Batra (MBBS, MD) 
Consultant Dermatologist, Sir Ganga Ram 
Hospital, New Delhi 
Consultant Dermatologist, Dermaworld Skin 
Clinic, New Delhi 
 

WHO’S WHO IN 
DERMATOLOGY? 

 
FAMOUS NAMES IN DERMATOLOGY 
  
This article presents a brief introduction of 
few of the prominent dermatologists who 
have made remarkable contribution to the 
field and enlists everything in dermatology 
named after them.  
  
Gottron in Dermatology 
  
Heinrich Adolf Gottron (10 March 1890 – 23 
June 1974) was a German dermatologist. 
Gottron was professor of dermatology at the 
Eberhard Karls University in Tübingen, where 
he was chief physician of the dermatology 
clinic. He was also a co-founder of the Society 
for Constitutional Research in 1949 and was 
one of the major post-war dermatologists. He 
published a wide range of articles on contact 
dermatitis, amyloidosis and leukemic 
infiltrates. 
  

Eponymous 
names 

Description 

Gottron papules 
and Gottron 
sign 

Pathognomic for 
Dermatomyositis 

Gottron 
Syndrome 

Synonymous with 
Progressive Symmetric 
Erythrokeratoderma, 
Acrogeria 

Arndt Gottron 
Syndrome 

Scleromyxedema 
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Gottron tumor Papillomatous cutis 
carcinoides- HPV 
associated florid oral 
papillomatosis 

Scleroderma 
amyloidosum 
Gottron 

Scleroderma-like changes 
in systemic amyloidosis 

  
Darier in Dermatology 
  
Ferdinand-Jean Darier (26 April 1856–1938) 
was a French physician, pathologist and 
dermatologist widely acknowledged as the 
"father of modern dermatology in France". 
From 1909 to 1922, Darier was head of the 
clinical department at the Hôpital Saint-Louis. 
He wrote the dermatology textbook Précis de 
dermatologie, which was published in 1909 
and translated into Spanish, German and 
English. He was also the editor of the 
dermatological encyclopedia Nouvelle 
Pratique Dermatologique, which was 
published in eight volumes, beginning in 1936. 
  

Eponymous 
names 

Description 

Darier’s sign Mastocytosis 

Pseudo-
Darier’s sign 

Congenital smooth muscle 
hamartoma, leukemia 
cutis, Juvenile 
xanthogranuloma, 
Langerhans cell 
histiocytosis 

Darier’s 
disease/ 
Darier-White 
disease 

Keratosis follicularis 

Darier-Roussy 
sarcoid 

Subcutaneous sarcoidosis 

Darier-Gottron 
Syndrome 

Progressive Symmetric 
Erythrokeratoderma 

Darier-Ferrand 
disease 

Dermatofibrosarcoma 

  
Weber in Dermatology 
  
Frederick Parkes Weber (8 May 1863 – 2 June 
1962) was an English dermatologist who 
practiced medicine in London. Returning to 
England, he worked (since 1894) at the 
German Hospital, Dalston (London), later he 
became House Physician and House Surgeon 
at St. Bartholomew's Hospital. He was 
subsequently House Physician at Brompton 
Hospital and Physician at Mount Vernon 
Hospital. Weber contributed over 1200 
medical articles and wrote 23 books over a 
period of 50 years. 
  

Eponymous names Description 

Osler-Weber-Rendu 
disease 

Hereditary 
hemorrhagic 
telangiectasia 

Sturge-Weber 
Syndrome 

Encephalotrigeminal 
angiomatosis 

Klippel-Trenaunay-
Parkes-Weber 
Syndrome 

Triad of Port-wine 
stain, limb 
hypertrophy and 
vascular anomalies 

Parkes-Weber 
Syndrome 

Arteriovenous 
malformations and 
fistulas 

Weber-Cockayne 
Syndrome 

Localized 
Epidermolysis Bullosa 
Simplex 

Pfeifer-Weber-
Christian disease 

Relapsing febrile 
non-suppurative 
nodular panniculitis 

  
Brocq in Dermatology 
  
Louis-Anne-Jean Brocq (1 February 1856 – 18 
December 1928) was a French dermatologist. 
He practiced medicine in Paris at the Hospice 
la Rochefoucauld, the Hôpital Broca, and from 
1906 to 1921, the Hôpital Saint-Louis. Brocq is 
also credited for developing coal tar solution 
for the treatment of psoriasis. He published a 



 

6 

four volume encyclopedia of dermatology, 
titled "La pratique dermatologigue" (1900–
04). 
  

Eponymous 
names 

Description 

Duhring-Brocq 
disease 

Dermatitis 
herpetiformis 

Pseudopelade of 
Brocq 

Idiopathic cicatricial 
alopecia 

Brocq 
phenomenon 

Subepidermal 
hemorrhage in Lichen 
Planus 

Brocq-Pautrier 
sarcoid 

Angiolupoid sarcoid 

Brocq-Pautrier 
syndrome 

Median rhomboid 
glossitis 

Pigmented 
peribuccal 
erythrosis of Brocq 

Diffuse symmetric red-
brown pigmentation 
around the mouth 
with sparing of 
vermillion border 

  
Bazin in Dermatology 
  
Pierre-Antoine-Ernest Bazin (20 February 
1807 – 14 December 1878) was a French 
physician and dermatologist. In 1828 he 
started work as a hospital interne, earning his 
doctorate from the faculty of Paris in 1834. In 
1836 he became médecin des hôpitaux, later 
working at the Hôpital Lourcine from 1841 to 
1844, followed by three years at Hôpital Saint-
Antoine.  
  

Eponymous 
names 

Description 

Alibert-Bazin 
syndrome 

Classic variant of Mycosis 
Fungoides 

Bazin’s 
disease 

Erythema induratum 

Bazin’s hydroa 
vacciniforme 

A rare photodermatosis of 
childhood 

  
Degos in Dermatology 
  
Robert Degos (1904–1987) was a French 
dermatologist who described several 
dermatoses. Degos became the "Chair in skin 
and syphilitic diseases" and chief of the first 
department of Dermatology at the Hopital 
Saint-Louis in 1951.  
  

Eponymous 
names 

Description 

Degos 
disease 

Malignant atrophic 
papulosis 

Dowling-
Degos 
disease 

Autosomal Dominant 
genodermatosis with 
reticulate pigmentation in 
flexures 

Degos 
syndrome 

Erythrokertoderma en 
cocardes- variant of 
Erythrokeratodermia 
variabilis 

Degos-
Touraine 
syndrome 

Features of Incontinentia 
Pigmenti with poikiloderma 
in sun-exposed areas 

  
Jadassohn in Dermatology 
  
Joseph (Josef) Jadassohn (10 September 
1863, Liegnitz – 24 March 1936, Zurich) was a 
German dermatologist. He was a professor of 
dermatology at Breslau University (1917–
1932). Jadassohn was among the first to take 
an immunological approach in research of 
dermatological disorders, and contributed to 
the understanding of the immunopathology 
of tuberculosis and trichophytosis. He was a 
pioneer in the field of allergology, and is 
credited for introducing patch testing for 
diagnosis of contact dermatitis. 
  

Eponymous names Description 
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Tièche-Jadassohn 
Nevus 

Blue nevus 

Naegeli-
Franceschetti-
Jadassohn 
Syndrome 

Rare autosomal 
dominant form of 
Ectodermal Dysplasia 
with reticulate 
hyperpigmentation 

Jadassohn-
Dosseker Syndrome 

Atypical Tuberous 
Myxedema 

Jadassohn-
Lewandowsky 
Syndrome 

Pachyonychia 
Congenita type 1 

Jadassohn 
Syndrome 

Epidermal Nevus 
Syndrome 

Jadassohn-Pellizari 
anetoderma 

Primary inflammatory 
anetoderma 

Jadassohn nevus Nevus sebaceous 

Borst-Jadassohn 
phenomenon 

Intraepidermal 
epithelioma 

  
Pinkus in Dermatology 
  
Hermann Pinkus (1905-1985) was a German 
dermatologist who established himself in 
United States of America. Taking after his 
father Felix Pinkus, he was a celebrated 
dermatologist with keen interest in tissue 
culture and dermatopathology. 
  

Eponymous 
names 

Description 

Pinkus 
follicular 
mucinosis 

Benign primary form of 
follicular mucinosis 

Fibroepitheli
oma of 
Pinkus 

Uncommon variant of Basal 
Cell Carcinoma 

Pohl-Pinkus 
hair 

Periodic constrictions in 
anagen hair follicles 

Pinkus discs Thickened epidermal discs 
adjacent to hair follicle 
orifices 

Yellow line of 
Pinkus 

Onychodermal band 

  
Miescher in Dermatology 
  
Alfred Guido Miescher was an Italian-born 
Swiss dermatologist (November 1887- 
September 1961). Working as an assistant of 
the dermatologist Bruno Bloch, he wrote his 
thesis on a case of mycetoma. In 1933, after 
the death of his mentor, Miescher become 
professor and director of the University 
Dermatology Clinic in Zurich. Miescher was an 
excellent clinician, and he was passionate 
about clinical dermatology and 
Dermatopathology. 
  

Eponymous names Description 

Miescher’s radial 
granuloma 

Histopathologic 
feature of Erythema 
Nodosum 

Miescher’s 
granuloma 

Annular Elastotic 
Giant Cell Granuloma 

Miescher’s cheilitis Cheilitis 
granulomatosa 

Miescher-
Melkerson-
Rosenthal 
Syndrome 

Triad of Miescher’s 
cheilitis, fissured 
tongue and facial 
palsy 

Miescher’s nevus Endophytic 
intradermal nevus 

  
By 
Dr. Hitaishi Mehta,  
MD Dermatology  
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FOR THE QUIZOPHILES  
 

Q1. A patient presents with the following 
painful lesions over the soles since childhood 
and skin colored nodules over the trunk. 
Which keratin filament expression is 
defective in this patient? 
 

 
 
 
Q2. The only FDA approved topical cream  
available for the following condition targets  
which enzyme? 

 
Q3.Which special stain on histopathology 
would be most appropriate for the diagnosis 
of the following condition? 
 

 
Q4. Name the cutaneous disease for which 
topical clascoterone cream 1% is recently 
approved by the FDA. 
 

Q5. Name one bedside test which would be 
most helpful in the diagnosis of the following 
asymptomatic condition.  

 
Q6. Characteristic histopathological finding 
in the  
following patient would be? 
 

 
 
Q7. What is your clinical diagnosis in the 
patient with the following lesions associated 
with the history of occasional bleeding? 
 

 
 

Q8. The incidence of malignancy in a patient 
with the following lesions since birth would 

be? 
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Q9. Which clinical sign is being shown 
below? 

 

 
 

Q10. Morrocon leather skin is 
characteristically found in which disease? 
 
Q11. Which I.V. drug can be used for 
treatment resistant herpes simplex? 
 
Q12. The following trichoscopic finding is 
seen in which disease?  
 

 

Q13. Name the drug of choice for delusional 
parasitosis. 
Q14. Hay- Ison criteria is used for the 
diagnosis of which disease? 
 
Q15. Mycobacterium leprae enters the 
Schwann cells by binding which protein on 
the Schwann cell surface? 
 
Q16. Pseudo sign of Leser Trelat is caused by 
which drugs? 
 
Q17. Which strain of HPV virus is responsible 
for causing the following skin tumor? 

 
Q18. Name the syndrome associated with 
wooly hair,  striate palmoplantar 
keratoderma and left ventricular 
dysfunction. Also name the protein/gene 
which is mutated in this syndrome. 
 
Q19. Name the scientist who is known for 
the chloroform and ether extraction of 
Mycobacterium leprae from human 
lepromatous tissue and the use of the 
bacillary suspension for skin testing. 

 
Q20. Which protein is the major component 
of the cornified cell envelope? 
 
Answers : 
 
1.Keratin 6b and 17 ( pachyonychia 
congenita with steatocystoma multiplex) 
2.Ornithine Decarboxylase.(eflornithine) 
3.Congo-red, Thioflavin T. 
4.Acne vulgaris (> 12 years of age). 
5.Wood’s lamp- coral red fluorescence 
would be seen (Erythrasma) 
6.Banana shaped fibres- exogenous 
ochronosis 
7.Angiokeratoma of Fordyce 
8.4-5% ( bolognia),4.6%-14% Harper, 0.1-2% 
- Rooks. 
9.Footprints in snow (Pseudopelade) 
10.Pseudoxanthoma elasticum 
11.Foscarnet. 
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12.Tinea capitis – comma hair and zig-zag 
hair 
13.Pimozide 
14.Bacterial vaginosis 
15.G domain of alpha 2 chain of laminin 2 
16.Cytarabine, Docetaxel (they cause 
inflammation of pre-existing Seborrhoeic 
keratoses, making them more apparent) 
17.HPV 6 and 11 (Epithelioma cuniculatum) 
18.Carjaval Carvajal syndrome, Desmoplakin 
19.Dr. Dharmendra   
20.Loricrin 
 
(Pictures from- Bolognia textbook of  
dermatology and dermnetz.com) 
 
By  
Dr. Aneet Kaur 
3rd year postgraduate resident 
Maulana Azad Medical College, ND 
 

THROUGH MY LENS 
Case 1 :  
 
A 30 year old female patient presented with  
dark colored lesion over bilateral cheeks for 
which she has been applying OTC 
preparations  
for the past 3-4 years and her pigmentation 
kept  
worsening. The clinical examination  
showed multiple hyperpigmented macules 
in speckled manner, papules and confetti  
like hypopigmentation in between.  
Dermoscopy showed :Multiple brown  
colored, curvilinear structures.  
(20X, USB dermoscope, AMD4113) 
 

Figure : 1  

 

Diagnosis: Exogenous Ochronosis 

Case2:  

A 6-year-old female child was brought 
 by her parents with a h/o frequent breakage 
 of hairs. On examination, increased fragility  
of hairs and hyperkeratotic papules over nape  
of the neck were noted. Trichoscopy of the  
scalp showed - Hair shaft showing elliptical 
nodes, internodes (red) and multiple black 
dots/ broken hairs (green). 

 

 

Figure : 2 

 

Diagnosis: Monelithrix 

By  
Dr. Pallavi Hegde 
MD Dermatology  
MAMC, New Delhi 
 
Case 3:  
 
A 39 year old male, hailing from Bihar, 
presented with the following lesions for the 
past one year.There was a history of high 
grade fever with weight loss 5 years back 
which was treated with some I/V injections 
in a Government Hospital. 
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1. What is your most probable clinical 
diagnosis based on the clinical picture? 
2.  Name the infective stage of the causative 
organism. What is the expected finding on 
slit skin smear? What are the other 
differentials of similar organisms seen on SSS 
or histopathology?  
3. How would you treat the patient? 
 

 
 
Answers : 
 
1.Most probable clinical diagnosis is Post-  
Kala Azar dermal Leishmaniasis.  
Other  differential we need to rule out is 
Lepromatous Leprosy and Sarcoidosis.  
However, ulceration in these two diseases 
 is unlikely. 
 
2.Causative organism is a protozoa  
named Leishmania. On SSS, multiple  
intracellular and extracellular organisms  
in amastigote stage called LD bodies will  
be found. They will be seen as basophilic  
round cells with eccentric nucleus at one end 
 and kinetoplast at the other. 
 

 
 
This finding can be confused with the 
organisms seen in Donovanosis, 
Rhinoscleroma, Histoplasmosis. 

3.Treatment is Intravenous  
Liposomal Amphotericin B at the dose  
of 3-5mg/kg/day (maximum 250 mg per day),  
3 doses 3 days apart. Oral miltefosine at the  
dose of 50mg BD in age >12 years and 50mg  
OD in age group of 2-12 years is given for  
12 weeks. 
 

By 
Dr. Aneet Kaur 
Post Graduate (3rd year) 
MAMC, New Delhi  

 
Case 4:  

A 10-year-old boy presented with 2 brown 
hyperpigmented lesions on right leg since 6 
years. The lesions were gradually progressive 
and were associated with mild pruritus. 

On cutaneous examination two brown to tan 
coloured hyperpigmented macules of size 
3x3 cm and 2x2 cm with purpuric dots were 
present over the right lateral malleolus . 

 

 

 

DIAGNOSIS: Lichen Aureus 

  

By 

Dr. Geetika Chhabra  
3rd year post graduate resident  
VMMC and SJH Hospital, ND 

 
 
 

 



 

12 

OLD IS GOLD 
COLCHICINE 

Colchicine is an alkaloid obtained from the 
plant Colchicum autumnale. It has been used 
since many decades as an anti-inflammatory 
drug for gout. It is a cheap, readily available 
drug with relatively few side effects, which 
remains under-utilized. It’s proposed 
usefulness in COVID-19 due to its action on 
IL-1β and IL-6 has brought the focus back on 
colchicine.  
 
Pharmacokinetics 
 
Colchicine has a good oral bioavailability and 
achieves peak levels in 2 hours, with a half life 
of 4.4 hours. It is metabolized via cytochrome 
P450 3A4 (CYP3A4) and the excretion is 
dependent on multidrug resistance 
transporter molecule ABCB1 (P-glycoprotein 
[P-gp]). 
 
Mechanism of action  
 

1. Colchicine is an anti-mitotic drug that 
blocks mitotic cells in metaphase. This 
action is the primary effect of the 
drug and is also responsible for some 
of the side effects like diarrhea.  

2. It preferentially concentrates in 
neutrophils, and inhibits cell 
proliferation, chemotaxis, adhesion, 
mobilization, signal transduction, 
gene expression, and neutrophil 
secretion of granule contents. 

3. Anti-inflammatory action- At high 
concentrations, it suppresses 
phospholipase A2 activation, 
lysosomal enzyme release, and 
phagocytosis. 

4. It has been found to inhibit 
transforming growth factor (TGF)-1 
activity, which explains the beneficial 
effect of colchicine in conditions of 
fiber deposition such as scleroderma. 

 
Dermatological uses of colchicine: 
- Familial Mediterranean fever (FDA- 

approved ) 

- Neutrophilic dermatoses/Bullous 
dermatoses  

● Behchet’s disease 
● Aphthous stomatitis 
● Dermatitis herpetiformis 
● Sweet’s syndrome 
● Linear IgA bullous dermatosis  
● Palmoplantar pustulosis 
● Pustular Psoriasis 
● ENL 
● Erythema nodosum 
 

- Vasculitis 
● Leukocytoclastic vasculitis 
● Urticarial vasculitis 

 
- Autoimmune connective tissue 

diseases 
● Dermatomyositis 
● Scleroderma  

 
Dosage 
The tablet is available in India at a strength of 
0.5 mg. It is usually administered in a dose of 
0.5–2 mg daily, in one, two or three divided 
doses. The total daily dose should be ≤4 mg 
and in renal patients ≤2 mg.  
 
Side effects and contra-indications: 

✔ Diarrhoea, nausea, vomiting 
(most common) 

✔ Muscle weakness, muscle 
pain, rhabdomyolysis, 
myopathy, elevated CPK 

✔ Maculopapular rash, purpura, 
alopecia 

✔ Leukopenia, 
granulocytopenia, 
thrombocytopenia, 
pancytopenia, aplastic anemia 

✔ Oliguria, renal damage 
 
Thus colchicine is a versatile drug with many 
uses and is useful for many dermatological 
indications even in this era of biologicals, 
especially in resource poor settings. 

References :  

1. Sardana K, Sinha S, Sachdeva S. Colchicine 
in dermatology: Rediscovering an old drug 
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with novel uses. Indian Dermatol Online J 
2020;11:693-700. 

2.Terkeltaub RA. Colchicine update: 2008. 
Semin Arthritis Rheum 2009;38:411-9. 

By 

Dr. Molisha Bhandari  
3rd year post graduate resident  
VMMC and SJH Hospital, ND 
 

WORDS AND THE MIND  
 

TUBEROUS SCLEROSIS MNEMONIC 
 

SPACE GIRL 
 
S-  Shagreen patch, Subependymal nodule, 
Subependymal giant cell astrocytoma 
P-  Periungual fibroma 
A- Ash leaf macules, Angiofibroma, renal 

Angiomyolipoma  
C-  Cortical tubers, Cardiac rhabdomyoma 
E-  Epilepsy 
 
G-  Gingival fibroma 
I-   Intellectual impairment 
R-  Retinal hamartomas, Renal cysts, Retinal 
achromic patch 
L-  Lymphangiomyomatosis  
 
 

 
 
By 
Dr. Ruchika Singh 
PG Resident 
VMMC and SJH, New Delhi 
 
 
 

SKIN-DEEP : CASE REPORT  
 

Autologous Platelet Rich Plasma Therapy In 
The Treatment Of Non-healing Hypertrophic 
Lesions Of Pemphigus 
 
A 49-year-old woman, a known case of 
pemphigus vulgaris, has been under our 
treatment for the past 18 months. Her baseline 
desmoglein 3 and desmoglein 1 titers by ELISA 
were raised, 21.0 and 5.0 respectively. She 
received 3 doses of rituximab 1 g intravenous 
infusions at baseline, 15 days and 6 months 
according to the RA protocol. In addition, she 
was on oral prednisolone 50 mg once daily and 
cyclophosphamide 50 mg once daily. Post two 
months of this treatment there were no new 
lesions and old lesions healed completely 
except lesions over her lips (figure 1) and neck 
(figure 2). These lesions became hypertrophic, 
moist and were covered with brown crust. 
Gram’s stain, potassium hydroxide mount and 
culture from the lesions failed to reveal any 
organisms. She refused for a biopsy from these 
lesions. During this period, she continued oral  
prednisolone 40 mg  and cyclophosphamide 50 
mg once daily. Clobetasol propionate 0.05 % 
cream was added and was applied twice daily 
for further 2 months, but lesions failed to 
regress.  Following this, intralesional 
triamcinolone 10 mg/ml was given for 4 
sessions at monthly intervals, which failed to 
show improvement. For further 2 months, 
recombinant human growth factor gel (Regen-
D gel) was applied topically with no response. 
Subsequently, autologous platelet rich plasma 
therapy (PRP) was undertaken. For PRP 
preparation; 20 mL of venous blood was 
withdrawn and placed in four test tubes of 5 
mL each. The collected blood was centrifuged 
at 3,000 rpm for 10 min, using a total vibratory 
device and blood separated into a red inferior 
phase and superior plasma supernatant phase. 
The PRP fraction was separated in insulin 
syringes which contained 0.1ml calcium 
bicarbonate as a platelet activator substance. 
Under topical anesthesia and all aseptic 
precautions, PRP was injected approximately 
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0.1 mL per cm2 into the lesions. The session 
was repeated every 2 weeks. No side effects 
were observed besides mild tenderness and 
transient erythema . At the end of 6 weeks of 
the therapy both the lip and the neck lesions 
regressed remarkably (figure 3 and 4). 
Prednisolone was tapered during this time to 
30 mg and cyclophosphamide 50 mg was 
continued.  Currently, the patient is off 
prednisolone and  taking cyclophosphamide 50 
mg once daily. No recurrences have occurred 
so far. Her latest desmoglein 3 and desmoglein 
1 titers are 10.0 and 0.0 respectively.  

Pemphigus vulgaris may become complicated 
by proliferative growth at the sites of eroded 
pustules and bullae, which gradually become 
vegetative and hypertrophic; as in the present 
case. These lesions were slow to heal and 
debilitating for the patient. Autologous PRP 
comprises fibrin and high concentrations of 
growth factors with the potential to improve 
the healing of chronic wounds by regulating 
granulation tissue, inflammation and collagen 
modeling.1 Two studies have been undertaken 
in past, utilizing autologous PRP in oral 
pemphigus and significant improvement has 
been observed in both.2,3 We, in this report  
demonstrate successful treatment of 
vegetating hypertrophic pemphigus lesions 
with PRP therapy. PRP is an innocuous 
treatment, which is underutilized as far as 
pemphigus is concerned. It is, therefore, 
strongly recommended to include PRP in the 
treatment arsenal of refractory cutaneous 
and/or mucosal lesions of pemphigus. 

References 

1. Martinez-Zapata MJ, Martí-Carvajal AJ, Solà 
I, Expósito JA, Bolíbar I, Rodríguez L, Garcia J, 
Zaror C. Autologous platelet-rich plasma for 
treating chronic wounds. Cochrane Database 
Syst Rev. 2016;5:CD006899.  

2. El-Komy MHM, Saleh NA, Saleh MA. 
Autologous platelet-rich plasma and 
triamcinolone acetonide intralesional injection 
in the treatment of oral erosions of pemphigus 

vulgaris: a pilot study. Arch Dermatol Res. 
2018;310:375-81. 

3. EL-Komy MH, Hassan AS, Abdel Raheem HM, 
Doss SS, EL-Kaliouby M, Saleh NA, Saleh MA. 
Platelet-rich plasma for resistant oral erosions 
of pemphigus vulgaris: A pilot study. Wound 
Repair Regen. 2015;23:953-5.  

Figure : 1 

 

 

 

 

 

 

 

 

 

Figure : 2 

 

Legends to the figures: 
 
Figure1: Hypertrophic crusted lesion over 
neck. 
Figure2: Regression of neck lesion post 
platelet-rich plasma therapy . 

By 
Dr. Geetika Chhabra  ( PG Resident )   
Dr.  Prashant Verma ( Associate professor ) 
VMMC and Safdarjung hospital , Delhi 
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SKIN UNDER THE KNIFE 

DERMATOSURGICAL PEARLS 

1. Mechanical harvesting of perilesional 
normally pigmented tissue to merge 
donor and recipient sites for 
transplantation in vitiligo. 
Kachhawa D, Kachhawa N, Gupta S. J Am Acad 
Dermatol. 2020; S0190-9622 (20)32464-6. 
  
Jodhpur technique is a newly 
described technique in vitiligo surgery 
in which donor tissue is obtained by a 
motorized dermabrader from the 
lateral side of the thigh and is applied 
on the dermabraded recipient site. 
This has been shown to be effective 
but causes superficial wounds and 
associated morbidity at two sites- 
donor and recipient. 
The authors proposed the use of 
perilesional normally pigmented skin 
adjacent to the depigmented patch as 
the donor site. After topical 
anaesthesia,  dermabrasion of the 
recipient vitiligo patch and a small area 
of adjacent pigmented skin is done 
after applying mupirocin ointment. 
The brushings are collected and 
applied to the dermabraded 
depigmented patch with the help of a 
spatula. This technique eliminates the 
need for a separate donor site, and 
hence the morbidity at two sites. 

 
 

Figure 1: A: Vitiligo patch with 
peripheral depigmented area. B: Good 
repigmentation of the peripheral 
depigmentation with the modified 
Jodhpur technique. 
 

2. Using the medical vaseline gauze to 
alleviate the pressure injury caused 
by the mask and hat 
Fang Y, Wang L, Fang R. J Am Acad Dermatol. 2020; 
S0190-9622(20)32467-1.  

 
During COVID-19 pandemic, it is 
necessary for health care professionals 
to use personal protective equipment. 
After wearing the well-fitted mask and 
head cover for a long time (6 to 12 
hours) continuously, the skin of health 
care workers’ cheeks, nose and 
forehead is inevitably left with marks,  
wrinkles,followed by post 
inflammatory hyperpigmentation 
which stays for a long time. 
The authors suggested a simple 
method of applying medical vaseline 
gauze at the site of the impression of 
head cover and mask. The medical 
vaseline gauze is cut into a long strip 
and applied on the impression site and 
then the mask and head cover can be 
worn over it. This can effectively 
reduce the damage caused by 
pressure of personal protective 
equipment, along with an additional 
effect of providing lubrication and 
moisturization. 
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Figure 2: The crease left by the head 
cover on the forehead. B: Medical 
vaseline gauze. C: Cut the gauze into 
long strips. D: Stick the gauze on the 
pressing part. E: Place the hat edge in 
the gauze area when wearing the hat. 
F: Taking off the hat after four hours, 
the crease is not obvious. 
 

3. Using ink to highlight follicular ostia 
when performing trichoscopy 
Al Jasser MI. J Am Acad Dermatol. 2020;S0190-
9622(20)32179-4. 

 
Trichoscopy is a non-invasive 
diagnostic tool, which aids in 
differentiating scarring and non-
scarring alopecias (by looking at the 
presence/ absence of follicular ostia). 
However, this might be quite difficult 
to appreciate with standard 
dermatoscopes that provide 10 times 
magnification. 
The authors used a surgical marking 
pen to highlight follicular ostia. 
Contact polarized dermoscopy was 
done on the left forearm before 
plucking hair, after plucking hair, and 
after ink application. Ink was left for 
about two minutes and then wiped 
with alcohol. Ink that enters the hair 
follicles is not removed by alcohol and 
thus allowed visualization of follicular 
ostia. 

 
Figure 3: Using ink to highlight 
follicular ostia. Contact polarized 
dermoscopy performed on the left 
forearm before plucking hair (left 
panel), after plucking hair (middle 
panel), and after ink application (right 
panel). 
 

4. The innovative use of balloon 
modelling for circumferential 
cryoanalgesia of the scalp 
Dashore S. J Am Acad Dermatol. 2020;S0190-
9622(20)30990-7.  

 
Various dermatological procedures 
involve injections in the scalp, and it is 
challenging to apply EMLA (eutectic 
mixture of local anaesthesia) creams 
on the scalp due to the presence of 
hair. Injection of local anaesthetic 
agents is itself painful. Cryoanalgesia 
has been tried with a surgical glove 
filled with ice or cooling gel. However, 
the distance between the fingers of 
the glove is small and cannot 
accommodate a motorized injection 
device or a micro-needling device.  
The authors suggested filling a balloon 
used for balloon modelling with water 
and freezing it in “U” shape. This forms 
a U-shaped cooling device where the 
distance between the two cooling 
limbs can be adjusted, according to the 
size of the instrument. 
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Figure 4: Balloons used for balloon 
modelling are filled with water and 
placed in a “U” shape. 
 

 
Figure 5: Frozen balloon is placed on 
the scalp and motorized injector 
device for injection in scalp is placed 
between the stems of the frozen 
balloon  
 
By 
Dr. Neha Taneja 
Senior Resident AIIMS, New Delhi 
 

JOURNAL CLUB  
 

Varicella-like exanthem as a specific COVID-
19 associated skin manifestation: multicenter 
case series of 22 patients. 
 
Published in Journal of the American Academy of Dermatology 
(2020) (Angelo Valerio Marzano, MD, Giovanni Genovese, MD, 
Gabriella Fabbrocini, MD, Paolo Pigatto, MD, Giuseppe 
Monfrecola, MD, Bianca Maria Piraccini, MD) 

 

Introduction 

The novel coronavirus disease (COVID-19), an 
infection due to the severe acute respiratory 
syndrome coronavirus 2 (SARS-CoV-2) that 
may cause interstitial pneumonia and 
respiratory failure, has currently taken on 
pandemic proportions. 

 Common clinical features of COVID-19 
reported include fever, cough, myalgia, 
fatigue, headache, and diarrhoea. 

It is not uncommon for viral infections to cause 
skin rashes, for example, measles, rubella, and 
dengue fever all cause viral exanthem. 

However, the incidence, prevalence and 
pattern of cutaneous involvement with COVID-
19 are unknown. 

MATERIALS and METHODS 

Study design: Multicentric study case series 

Study duration:  February to March 2020 

Study settings: Dermatology Unit, Fondazione 
IRCCS Ca’ Granda Ospedale Maggiore 
Policlinico 24 Via Pace, 9, 20122 – Milano, 
Italia.  

Sample size: 22 patients from 8 centres 

INCLUSION and EXCLUSION CRITERIA 

Inclusion criteria:  

COVID 19 positive patients who developed 
varicella like exanthem (microbiologically 
proven by nasopharyngeal swab). 

Exclusion criteria:  

No history of new medications in the previous 
15 days. 

Methodology 

Eight Italian dermatology units collected 
clinical data from patients with COVID-19 
(microbiologically proven by nasopharyngeal 
swab). Most patients (17/22; 77.3%) came 
from Lombardy, which was the worst-hit 
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region in Italy, and the remaining patients 
came from Piedmont (1), Emilia-Romagna (1), 
Toscana (1), Lazio (1), and Campania (1).  
Patients who developed varicella-like lesions 
with no history of new medications in the 
previous 15 days were studied. 

Results 

● The median age was 60 years, and 
72.7% of the patients were male.  

● The median latency period from the 
onset of systemic symptoms to 
exanthem was 3 days (range, -2 to 12 
days).  

● The median duration of skin 
manifestations was 8 days (range, 4-15 
days).  

● Lesions were scattered in most 
patients (16; 72.7%), and they were 
diffuse in 6 (27.3%) patients.  

● Predominance of vesicles was 
observed in 12 (54.5%) patients.  

● No variations in the papulovesicular 
presentation were observed in our 
case series. 

● The trunk was always involved, in 
some cases in association with the 
limbs (4; 18.2%)  

● Itching, which was generally mild, was 
reported in 9 (40.9%). 

In all patients who underwent skin biopsy 
(n=7), histological findings were consistent 
with viral infection. 

The most common systemic symptom was 
fever ( 21/22; 95.5%), followed by cough (16; 
72.7%), headache (11; 50%), weakness 
(11;50%), coryza (10; 45.5%), dyspnoea 
(9;40.9%), hyposmia ( 4; 18.2%), hypogeusia 
(4;18.2%), pharyngodynia (1; 4.5%), diarrhoea 
(1; 4.5%), and myalgia ( 1; 4.5%). 

Death occurred in 3 (13.6%) patients. 

According to the authors, this early skin 
manifestation will represent a useful clue for 

suspecting COVID-19 in asymptomatic/pauci-
symptomatic patients. 

Thus, varicella-like exanthem in COVID-19 
patients generally appears 3 days after 
systemic symptoms, shows frequent trunk 
involvement, is usually scattered in 
distribution with mild/absent pruritus, the 
latter being in line with most viral exanthems 
but unlike true varicella. It disappears within 8 
days, without leaving scarring. 

Critical Analysis 

This is the first case series on varicella-like 
exanthem as a specific COVID-19 associated 
cutaneous picture, unlike the nonspecific 
cutaneous manifestations such as 
erythematous rash or urticaria reported by 
Recalcati S. (JEADV 2020 ;34(5):e212-e213.) 

● Potentially useful as clinical pointer of 
COVID-19. 

● A multicenter study. 
● Missing histological evaluation in 

some cases.  
● Incidence of rash in COVID-19 positive 

patients is not mentioned. 
● Death rate comparison between 

COVID-19  positive patient with rash 
and covid positive patient without rash 
is not known.  

● Predictors of prognostication of skin 
involvement with COVID-19  infection 
have not been discussed. 

● Vesicle fluid Herpesviridae family 
microarray PCR could have been 
performed. 

● Comparison of death rate of COVID 19 
patients with rash and without rash in 
Italy was not done. 

● Were the lesions polymorphic? 
Dewdrop appearance? – was not 
mentioned. 

● In these cases of varicella like 
exanthem, the natural course of 
resolution and the appearance and 
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disappearance of lesions in association 
with other symptoms of COVID-19 was 
not mentioned. 

● Demonstration of SARS-CoV-2 
presence by polymerase chain 
reaction in lesional skin was not done 
because of specific primer 
unavailability. 

● Lack of more studies validating their 
findings. 

● To consider varicella-like exanthem 
associated with COVID-19, virus 
varicella-zoster and virus herpes 
simplex should have been ruled out 

● Any history of zoster vaccination is not 
known. 
 

Authors called it varicella like exanthem on the 
basis of clinical grounds (in the present 22 
cases varicella has vesicles that were not 
umbilicated, were scattered in distribution). 

Discussion 

The detection of different viruses (HSV-1, HSV-
2, HHV-6, HHV-7, VZV and EBV) in the patients 
of Llamas-Velasco et al. raises the question as 
to whether they had a true viral infection other 
than COVID-19 or just a superinfection. (JAAD 
2020;83(3):e253-e254.)  

 Because it is possible to speculate that the 
dysfunctional immune response associated 
with COVID-19 acts both systemically and 
locally in the skin, thus attracting viral 
bystanders. 

Guan et al. described 2 (0.2%) patients 
developed skin rash in the 1,099 patients 
enrolled. (NEJM 2020; 382(18):1708-1720.) 

However, the study did not describe the 
detailed skin manifestation, cutaneous 
symptoms or their criteria to diagnose the skin 
lesions and enrolment into the dataset.  

Other coronaviruses can cause skin symptoms, 
including acute hemorrhagic oedema of 
infancy associated with coronavirus-NL63 
infection in an 8-month infant. Coronavirus 
OC43/HKU1 was associated with Kawasaki 
disease. 

Recalcati et al. in Italy reported the first large 
analysis on the skin manifestations of 148 
COVID-19 positive patients in Lecco Hospital, 
Italy.  

Excluding 60 patients who recently had new 
drug intake, the authors unveiled a range of 
cutaneous manifestations including 
erythematous rash, widespread urticaria and 
chickenpox-like vesicles; in 20.4% of all the 
remaining patients. 

Erythematous, urticarial, and varicelliform 
were considered specific to the COVID-19. 

Viral exanthem in COVID-19, a clinical enigma 
with biological significance? 

Fever with Rash in COVID-19: Viral Exanthema 
or Secondary Lesions? 

Viremia and the skin exanthem may have 
different time kinetics in different viral 
infections. 

Dynamic viral load and its reference to skin 
rash can become a vital clinical clue for the 
clinicians to determine the optimal timing 
(before, during, or after the skin rash) to collect 
the samples for molecular identification.  

The differences in the prevalence and 
morphology of skin rash between COVID-19 
positive and negative patients warrant 
comparisons.  

By 

Dr. Geetika Chhabra  
Post graduate resident  
VMMC and Safdarjung hospital 
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DERMA TRIVIA  
Sir Jonathan Hutchinson: The Great 

Practitioner 

Sir Jonathan Hutchinson is regarded as one of 
the most renowned clinicians in the fields of 
dermatology, surgery, ophthalmology and 
pathology.  

He first recognized sarcoidosis in 1869 as 
purplish plaques in a patient of gout. His other 
contributions include Hutchinson's summer 
prurigo, malignant freckles of Hutchinson and 
lupus lymphaticus. In addition, he had also 
contributed to some aspects of temporal 
arteritis, leukoplakia, cheiropompholyx.  

Hutchinson soon earned the title of the most 
famous practitioner due to his wide field of 
interests. In addition to being a founder-
secretary of the New Sydenham Society (1859-
1907), he also acted as a president of many 
prominent societies, such as the Hunterian 
Society, Pathological Society of London, 
Medical Society of London, International 
Dermatology Congress etc.  

Hutchinson was born in Selby, Yorkshire on 
July 23rd 1828. After his early education by 
Quaker governess and in York medicine school, 
he joined the St. Bartholomew’s Medical 
School at the age of 21 under his mentor, 
James Paget, who had a huge impact on his life. 
At 22, he became a member of the Royal 
College of Surgeons of England and continued 
his work as a consulting physician. 

He married Jane Pynsent West on 31st July 
1856 at the Stoke Newington Meeting House 
and had six children. 

At the age of 30, he made the breakthrough in 
Venereology when he described the 
Hutchinson’s triad for stigmata of congenital 
syphilis: interstitial keratitis, notched incisor 
teeth (Hutchinson’s teeth) and labyrinthine 
deafness, which was a very useful aid in the 

diagnosis before the invent of laboratory 
investigations.  

He described the Hutchinson's eye sign for 
herpes zoster ophthalmicus infection in 1885 
and the Hutchinson's nail sign in 1886 to 
differentiate between benign and longitudinal 
melanonychia. In 1886, he described the 
Hutchinson–Gilford progeria syndrome and in 
1896, he reported identical twins with the 
cutaneous features of the polyps-and-spots 
syndrome, now known as the Peutz-Jeghers 
syndrome. He became interested in leprosy in 
1901 and travelled to India for the same.  

In 1888, he opened a museum at his home in 
Haselmere, where he gave weekly widely 
variegated lectures, and kept an extensive 
collection of specimens of natural history, 
books, maps, charts, historical portraits, etc. 
He earned the knighthood in 1908. After 
publishing almost 1200 articles in various 
fields, he died on 23rd June 1913 in Haslemere, 
leaving behind a legacy to be followed and 
learned from. 

 

 
By  
Dr. Ruchika Singh 
PG Resident 
VMMC & SJH, New Delhi  
 

THE NOVEL ITRACONAZOLE!! 

Conventional Itraconazole (ITZ) is a weakly 
basic molecule with very erratic absorption 
pattern leading to wide fluctuations in its 
blood concentration.1 For any drug to produce 
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optimal clinical effect, its absorption and 
hence bioavailability should be high with 
minimal inter-personal variability. This has 
driven the development of super-
bioavailability-itraconazole (SUBA-ITZ). SUBA-
ITZ is a novel formulation containing a solid 
dispersion of ITZ, which is a uniform non pellet 
formulation in a pH-dependent polymeric 
matrix (HPMCP) to enhance its dissolution and 
intestinal absorption;2 therefore it exhibits 
greater bioavailability than the innovator 
product. The drawbacks of conventional ITZ 
are the requirement of an acidic environment 
for dissolution, need for administration with a 
fatty meal, avoidance of concomitant gastric 
acid lowering agents, wide inter subject 
variability, and difference in pellet size and 
surface area.3  

SUBA-ITZ uses SuperBit technology with 
specialized polymer- HPMCP (hydroxypropyl 
methylcellulose phthalate) unlike conventional 
itraconazole which has HPMC (hydroxy propyl 
methylcellulose) polymeric matrix.  HPMCP 
prevents the dissolution of the drug in the 
gastric environment and the disintegration of 
the HPMCP takes place straight away in the 
proximal small intestine where the drug is 
maximally absorbed resulting in targeted drug 
release/ targeted dissolution. On the other 
hand dissolution of the conventional ITZ is 
limited to the gastric environment, resulting in 
a supersaturated solution of the drug in the 
stomach and ionization of some amount of ITZ 
that becomes unabsorbable.  Hence the 
relative bioavailability of SUBA-ITZ is 173% 
(95% CI, 156 to 190%) compared to that of ITZ 
since there is no impact of acid.2 Absolute 
Bioavailability of conventional ITZ is only 55%.1 
Further in an open label, randomised cross 
over bioavailability study of SUBA-ITZ in fasting 
and steady state in 20 healthy adults, it has 
been found that SUBA-ITZ reaches steady state 
concentration in both fasting and fed state 
hence can be taken with or without food unlike 
the conventional ITZ capsule formulation,4 
which requires a high-fat meal for absorption 
or the oral solution, which requires 
administration in a fasted state. Also the use of 
PPI does not interfere with the absorption, 
rather moderately increases the absorption of 

SUBA-ITZ (there was a 22% increase in the total 
plasma exposure of ITZ4). Hence the use of 
SUBA-ITZ is potentially promising in patients 
unable to have a high-fat-content meal due to 
chemotherapy or after surgery. Also, the 
marginal increase in ITZ exposure with 
concomitant PPI administration may be 
advantageous, particularly for critically ill 
patients, who often require PPI prophylaxis. 
When inter individual variability is considered 
the relative bioavailability of SUBA-ITZ 
compared to that of innovator ITZ was 21% less 
variable between subjects.2  

SUBA-itraconazole has been approved by the 
FDA for the indications of blastomycosis, 
histoplasmosis, and aspergillosis (in patients 
intolerant of or refractory to amphotericin B 
therapy1). Also in a study evaluating the 
therapeutic levels, safety and tolerability of a 
novel formulation SUBA-ITZ as compared to 
conventional itraconazole liquid for anti- 
fungal prophylaxis in patients undergoing 
allogeneic HSCT or in haematological 
malignancy patients with an intermediate/high 
risk of invasive fungal infection, it was found 
that SUBA-ITZ formulation had more rapid 
attainment of therapeutic levels with less 
interpatient variability.5 The distribution, 
metabolism and excretion are similar to that of 
conventional ITZ. Also the contraindications, 
drug-drug interaction, precautions and 
adverse effect profile remain the same. 
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By 
Dr. Sinu Rose Mathachan 
Senior Resident 
ABVIMS and Dr. RML Hospital, ND. 
 

HUMOR IN WHITE COAT  
 

DERMATOLOGIST TRAPPED IN LOCKDOWN: A 
TRUE STORY !! 

"What the times demand, and in an 
unprecedented fashion, is that one be- not 
seem- outrageous, independent, anarchical” 

- James Baldwin 

I guess that in these unprecedented times, no 
one can really blame us if we behave erratically 
or even get atrocious.  

I mean, who would have ever thought that we, 
the dermatologists, the most elite and self- 
absorbed, work-obsessed breed of doctors, 
will be forced to spend our days away from our 
clinics and instead get involved in learning the 
intricacies of online consultations and yes, the 
dreaded household work (if you are one of 
those with stay-at-home maids, know that you 
are envied by us normal people and not in a 
good way!). 

Anyway, coming back to our professional lives, 
the lockdown introduced us to a golden 
(ahem..) era of webinars. Mind you, some of 
these were excellent and really informative, 
but the sheer number of them led to repetition 
and thus loss of interest. I mean there were 
days when 7-8 webinars were held on a single 
day. And the pharma companies which were 
unable to throng the clinics during lockdown, 
grabbed the opportunity with both hands to 
market these webinars.  

And let's not forget the menace of online 
consultations. I know many of you have your 
eyebrows raised and already passing 
statements like 'teledermatology is the future' 
& so on. But as far as I'm concerned, consulting 
patients online is a big headache. One, patients 
are very apprehensive regarding the merits of 
online consultation. Two, they get access to a 
Whatsapp number on which they can message 
repeatedly expecting immediate response. 
Three, it takes almost thrice as much time and 
energy to consult a patient online. Four, it 
takes me to my wits' end, when after spending 
almost half an hour on a consultation, patient 
messages something absurd after a couple of 
days, something on the lines of, 'Do I really 
need to purchase these medications?' During 
these moments, I really miss my residency days 
wanting to give them a piece of my mind. 
Lastly, there is a major hurdle of being unable 
to perform procedures when you are 
restricting yourself to online consultations. I 
know that most dermatologists have started 
performing procedures by now. But few, 
including me, are still taking the safe way 
(yeah, I know I’m acting like a coward) and 
suffering monotonous online consultations. 

So dear friends, just like you all, I too suffered 
in frustration for a long time, sometimes in 
silence and sometimes not so much, but then I 
observed that there's undeniably a silver lining 
to even this horrible situation.  

I realized that we haven't spent as much time 
with our family, our children and most 
importantly ourselves as we are doing now, 
stuck at home. Many of us have gathered 
wisdom & new knowledge, academic as well as 
introspective and needless to say it is going to 
change the way we look at things & treat 
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patients in the future. So, to conclude in a 
philosophical manner- 

“I have realized; it is during the times I am far 
outside my element that I experience myself 
the most. That I see and feel who I really am!” 

-C. Joybell C 

P.S. I am planning to organise a webinar to 
impart my newly gained wisdom. A company 
representative will soon be giving you a dozen 
messages and calls at odd times to request you 
to attend it! 

 

By 

Dr. Shikha Gupta 
Consultant Dermatologist, 
SkinKonnect, Delhi & Ghaziabad 
 
 

 

By 
Dr.Anjali Bagrodia 
PG Resident  
MAMC ,New Delhi 
 

SHOWCASE YOUR 
TALENT !! 

 

COVID-19: A HARBINGER OF MISERY OR A 
PRECURSOR OF CONSCIENTIOUSNESS? 
 
Chronicled, taking notes first hand, 
this generation witnessed life reduced to 
hourglass sand. 
Triggered in Wuhan, soon all hell broke loose, 
across the ocean, across the land through air, 
road and cruise. 
Poor proud humans ran amok into their 
shelter,  
like ants scattered helter-skelter! 
A minute being, famously known as the 
Coronavirus, 
established the everlasting goal of society 
egalitarian and conscious, 
Call it Nature’s wrath or masterstroke of its 
genius! 
 
A celebration of music, literature and art, 
the country of the Colosseum bid farewell to 
its golden-agers with a heavy heart. 
The nation most developed attested shortage 
of the most basic, 
No mask, no gloves, ventilators nil; tragic, 
came down to estimating the inevitable 
deaths, creating dread and panic. 
 
Doctors and nurses are the covid-warriors at 
the forefront, 
The essential workers came forward and bore 
all the brunt. 
Celebrities in hiding, corporates no more 
chiding, 
Governments guiding, public abiding, 
All came together united from ever dividing. 
The young will work hard and sweat 
in pursuit of the seemingly distant and hidden 
silver lining silhouette. 
The old and diseased will also thrive, 
together the humans will win the battle to 
strive, 
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and defy the law that allowed only the fittest 
to survive. 
Since eons humans faced havoc out of the 
nature’s Pandora box, 
Having developed antibiotics and vaccines, he 
crossed many a blocks. 
The mighty mind is proud conqueror of TB, 
leprosy, polio and smallpox. 
 
The death spree caused by the minute 
terminator 
is forcing to choose healthcare over arms, 
ammunition and detonator. 
Dear mankind, set the priorities straight 
sooner, not later! 
Hapless human is the nature’s careless, greedy 
and shortsighted child, 
Mistaken himself as the supreme among the 
wild! 
Climate change is real, a ticking time bomb 
Coronavirus is just a messenger from nature’s 
womb, 
It is for us to realize, else the planet will turn 
into a tomb. 
This pandemic is surely a harbinger of misery, 
the gigantic extermination will go down in 
history. 
But the other side of the coin makes it a 
precursor of conscientiousness, 
Prompting mankind to believe in togetherness. 
Time has come to step back and merge in 
nature’s collage, 
Realize your place, oh wise humanity! 
Supremacy is only a mirage. 
 
By 
Dr Tanvi Dev 
Senior Resident 
AIIMS ,New Delhi 
 

CHILDHOOD DAYS 
  
That night I took a leap so high 
Stole some stars from the gleaming night sky.  
Sprinkled them over a beautiful dream 
Bathed my soul in their magnificent sheen. 

I hid some under my pillow,  
For when the night gets too dark and my spirits 
sink low,  
I run my hands over them, as if they were piano 
keys 
I sing along, we create our own symphony.  
  
Some laughter I borrowed from the kids on the 
street 
Watching their carefree banter... 
What a visual treat! 
Pouring some in my bottles of paint 
I tried to colour some memories gone faint. 
All the beautiful blithe moments blended into 
a bowl,  
I created the colour of my very soul. 
So I splashed it on my bedroom window,  
Watched in amazement, my own li'l rainbow! 
The heavens smiled, the whole world could 
see,  
How lovingly the sky embraced the child within 
me. 
  
I walked through so many seasons,  
My heart always stopped at autumn. 
The summers sheepishly slipping into a long-
awaited slumber, 
The auburn sky, the sweet smell of change, oh 
how I watch in wonder! 
The maple leaves magnanimously bowing 
down, 
The earth adorning their titian gown.  
A game of hide and seek was such a delight 
As we ran swiftly out of sight. 
From the fallen leaves I borrowed that crunchy 
old sound,  
A childhood long gone, I magically found. 
  
The planets, the stars, the galaxies,  
The mountains, the reefs, the boundless seas 
Whisper silently to me,  
"Believe." 
Inspiring in me the will to strive,  
To never fall short of that extra mile. 
Whether it's the universe or my very soul, who 
can tell?  
May be the light at the end of the tunnel lies 
within myself. 
All energies focus on to who I can be,  
Ecstatic, crazy, wild and free. 
 I stand tall, I believe I can,  
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I close my eyes and say,  
"Smile, it's all part of a bigger plan." 
  
By 
Dr. Snigdha Saxena 
Senior Resident 
PGIMER and Dr. Ram Manohar Lohia Hospital 
 
 
 
 

 मेरे आईने म' एक इंसान रहता है 

 

"मेरे आईने म' एक इंसान रहता है, 

थोड़ा वा5क़फ़ भी है,थोड़ा मु;त<लफ़ भी, 
थोड़ा सहमा सा है,थोड़ा ख़ुश<मज़ाज भी, 
जो Bबना बोले मुझसे रोज़ गुFतगू करता है, 

जो मेरा का<सद भी है मेरा हमराज़ भी, 
चशमे नूर म' हJ उसके न जाने 5कतने सवाल, 

वो जवाब कL तलब म' मुझे रोज़ देखता है, 

मJ सी लेता हँू लब उसकL तवOको के आगे, 

वो मेरे इिQतरार म' जवाब भी ढँूढ लेता है, 

ये कैसा TरUता है, जहां माज़रत कL कोई जगह नहVं, 
 
हर एक ख़ता से पहले उसकL तXवीर याद करता हँू, 

5क वो पूछेगा मुझसे 5फर,पशमेॉ ंकरेगा, 
इसी ख़ौफ़ से तो मJ उसका एहतराम करता हँू, 

अब कुछ भी पौशीदा नहVं हम दोन^ के बीच, 

इस क़ुब_त कL ‘क<शश’ म' कॉचं कL चादर हV तो है, 

गौर से देखता हँू तो सोचता हँू ये मJ हV तो नहVं? 

कभी रफ़Lक , कभी रक़Lब , कभी पासबॉ ंलगता है, 

मेरे आईने म' एक इंसान रहता है...." 
 
“क<शश” 
 

इबादत का कारोबार  
 
“इबादत का कारोबार  खुल गया 5फर से, 

तु`हारे तख़aयुल  म' हँू मJ, ज़रा आँख' तो बंद करो.. 
इन दरवाज़^ का मोहताज नहVं है हमारा राबता होना, 
bदल^ के दरवाज़े खोल के बात' तो चंद करो.. 
 

वXल-ए-ख़ुदा इतना आसान नहVं हJ <सर5फर^, 
कई तरकLब कई तदबीर लगा चुके हो तुम.. 

वो इख़लास वो <शcदत तु`हारV आरज़ू म' नहVं, 
मुझे मंbदर और मिXजद म' बाँट चुके हो तुम.. 

ज़हन का मैल अभी धुला नहVं, मेरा फ़श_ धुल गया 
5फर से.. 

इबादत का कारोबार  खुल गया 5फर से..” 
 
‘क<शश ‘ 
 
By 
Dr Kashish Kalra  
MD Consultant dermatologist and 
Dermatosurgeon 
Dr Kalra's Clinic and Max Smart hospital  
New Delhi 
 

ALL COLORS ARE BEAUTIFUL 

Two colors of the skin  
It pains those who have it  
It is like the two sides of the coin  
The two sides of an oreo biscuit  
A zebra or a dalmatian is it? 
Or a chocolate cookie with crème. 
Yet these black and white  
And different shades of grey brown; 
They are God’s gift;  
So, don’t listen to what they say! 
 
Different colors of the skin  
Is not a disease 
They may exist in your kin, 
It is just the melanin gone wrong, 
The oxidative stress, immunity  
And multiple factors akin,  
Act as a trigger  
And bring it to him or her  
But its not a sin  
It’s just a color  
And for those who mock and grin,  
Need to be educated,  
And all must do their part 
To help throw such ideologies  
In the bin.  
 
People who treat it more than a disease 
Need to learn  
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Need to understand  
The different colors of skin are beautiful  
And yes! It doesn’t spread.  
You may like jam and bread  
The bread may be brown or white  
But it is still the bread,  
And so is the skin. 
Vitiligo is not a disease,  
Its just a shade of the skin 
Embrace it,  
For it’s a creation of God 
The beauty of it,  

The seeker does behold,  
Yet the bitter truth, 
The stigma,  
The discrimination,  
They need to stop  
For it is not the disease we fight  
But the mindset.  
 

For every hater,  
Compassion needs to be met 
For the creatures of God 
Are just one 
Spreading the message  
And removing apathy  
Is the message on the run. 
 
By  
Dr. Soumya Sachdeva 
Post graduate 
ABVIMS and Dr. RML Hospital, New Delhi 
 

 
HER  

 
Deep inside, 
A volcano lies. 
Red, blazing 
Suppressed, craving. 
This is not the time. 
Keep it all in, you will be just fine. 
Take a deep breath and dare you move. 
Not a word should you utter, 
Of which they don't approve. 
Your voice?  A little softer. 
Your opinion? Well it doesn't matter. 
Too ugly, too dark , too short 
She stands helplessly before a mirror, lost and 
distraught. 

 
The clock ticks eight 
Darling get back home, 
It’s getting late. 
The cavernous darkness, the deserted streets 
Broken, her dreams beat a terrified retreat. 
 
Smile like a lady, don't abuse at all. 
Don't lead, follow. 
Your pride? Just swallow! 
Look down and walk with your head low, 
It’s a girl again?  Oh no! 
 
No mountain so high that I couldn't reach, she 
said with teary eyes. 
Then why am I pulled back from reaching up 
beyond the skies? 
There is just so much she yearns to convey, 
She wishes she could bleed the colour of her 
own blood someday. 
 
By 
Dr. Snigdha Saxena 
Senior Resident 
PGIMER and Dr. Ram Manohar Lohia 
Hospital New Delhi  
 

CLINIC CONVERSATIONS 
 

Me: Hello, please have a seat. Since when are 
you suffering from acne? 
 
Ms. XYZ: Almost 5 years, Doc. 
 
Me: You seem to have severe nodulocystic 
acne associated with scarring. Have you been 
on some treatment before? 
 
Ms. XYZ: Doc, to be honest I have seen almost 
20 dermatologists, homeopathic doctors and 
ayurvedic Specialists in the past 5 years. 
Nobody seems to understand my problem. In 
the past month alone, I have seen 5 
dermatologists. 
 
Me: Oh, what seems to be the issue? 
 
Ms. XYZ: Dermatologists always seem to put 
me on a poisonous medicine. Ayurvedic and 
homeopathic doctors provide treatment that 
seems to work extremely slowly. My office 
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colleague said you are different and can work 
wonders. I have come with high hopes! 
 
Me: What do you apply on your face? 
 
Ms. XYZ: I am applying this Niacinamide serum 
from The Extra-Ordinary range from Paris. It 
feels so good on the skin. I am sure you must 
have heard of it, it is a dermatologist-
recommended product. I got it for a steal, 
using the coupon code provided in Ms. Kasha 
Arora’s video. 
 
Me: Who is this Ms. Arora? 
 
Ms. XYZ: Doc, you don’t know her? How is that 
possible? Doc, she is a skin care celebrity. She 
has got 2 million followers on Instagram and 
makes videos on premium skin care products. 
She was recommending the Pre-Active Range 
for acne care from Korea until 2 months ago 
until she discovered the The Extra-Ordinary 
range. I have been following her and using all 
her recommendations for past 2 years. 
 
Me: Why do you need medical advice then 
when you have this celebrity? 
 
Ms. XYZ: Doc, don’t get stressed, I am here 
because my acne is severe as you said. I have 
heard you have all types of fancy lasers and 
skin treatment machines. I am sure you can 
treat my acne really fast with lasers and stuff. 
 
Me: I believe you need treatment with 
effective oral and topical medicines for a 
prolonged time, otherwise you will end up with 
very bad scarring. I would like to start you on a 
medication called Isotretinoin and would like 
to continue it for at-least 6-8 months.  
 
Ms. XYZ: Doc, most Dermatologists I visited, 
suggested me this. Honestly, I won’t take it. It 
is literally poison. Have you seen the Youtube 
videos about it? 
 
Me: See, we monitor for side effects and get 
blood tests done before starting it and repeat 
periodically. Only major precaution is that a 
woman should not conceive pregnancy until 
at-least one month after stopping it. For the 

kind of acne you have, all the guidelines in the 
world recommend this. 
 
Ms. XYZ: Doc, I know all this. The guidelines are 
sponsored by the big pharma syndicate. You 
also are probably a part of it, even if 
unknowingly. Besides, what’s the point of 
having these lasers and this fancy clinic, when 
you just want to treat me with boring 
medicine. 
 
Me: I would like to use lasers to reduce the 
scarring after sufficient medical treatment and 
not in the current condition. 
 
Ms. XYZ: You all are the same. I should have 
better gone to the clinic reviewed by Kasha 
Arora. You probably don’t know enough about 
modern treatments. Goodbye, I have wasted 
my time enough. Also, I would like a refund for 
my consultation. 
 
By 
Dr. Sumit Gupta 
Consultant dermatologist 
GNH EXCEL Medical Centre, New Delhi. 
 
                               PRISM  

The darkest of nights couldn't last 
The worst of times we trudged past. 
Mustering up courage bit by bit 
We never gave up on that steely grit. 
There is disaster, there is pain 
Yet, no effort goes in vain. 
We have come a long way,  
Now is not the time to stagger, sway. 
  
Facts and figures are alarming for sure 
Good news, lost and obscure. 
Amidst everything that didn't go right,  
There were those who put up the bravest fight. 
While we see deaths, hunger,  
depression and anxiety 
There is healing, hope and humanity. 
  
No matter how hard it may seem,  
Remember we're an unbreakable team. 
We fight, we cry, we collide. 
What really matters is to never  
leave each other’s side. 
While we leave no stone unturned 
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 in giving our best,  
Let us allow faith to take charge of the rest. 
  
Like an ember in a dying fire,  
The glow of persistence shall never tire. 
Some tunnels are meant to be driven through 
Sunlit meadows and bright green fields shall  
indubitably ensue. 
The light that deflects shall never know,  
Undauntedly venturing into the raindrops,  
It could have emerged as a rainbow.  
 
By 
Dr. Snigdha Saxena 
Senior Resident 
Department of Dermatology 
PGIMER and Dr. Ram Manohar Lohia 
Hospital 
 

 

BEAUTIFUL NEW WORLD 

 

I wish there was a world far away 
A world so different yet so real 
Where life seemed to frown 
when you didn’t live it enough 
Where every moment lived 
seemed like a thousand lives 
Where dreams and reality 
were never far from being different 
Where happiness was always knocking at the 
door 
and nothing ever made you feel sore 

The worldly cobwebs would try hard to trap 
you 
but would be jailed themselves 
The worldly ways did their best to make you 
suit them 
but would be deceived themselves 
A world so different and yet so real 
where joy, happiness and peace blazed all 
around 
where sorrows could never cry themselves 
aloud 
And the vast sea of happiness twinkled all 
around….!!!! 
 
By 
Dr. Soumya Sachdeva 
Post graduate 
ABVIMS and Dr. RML Hospital, New Delhi 
 
 

ART MANIAC 
 

 
 
 

BY: DR.RINKU GURJAR PG 
RESIDENT VMMC AND SJH 

 



 

 

 

 
BY: DR.RINKU GURJAR (PG RESIDENT, VMMC & SJH) 

 

 
BY:DR.KANYA RANI VASHISHT (CONSULTANT DERMATOLOGIST) 

 



 

 

 
 

BY : DR.AISHWARYA MUDDEBIHAL (PG RESIDENT, RML HOSPITAL) 

  
BY: DR. AVNEET MONGA (SPECIALIST DERMATOLOGY , VMMC & SJH ) 

 
 




