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Message from the President
Dear Friends, 

Its a matter of great pride for us to release the second edition of the Newsletter 
‘Yuvaderma 2’ for the year 2020. This magazine is a reflection of the immense creative 
talent of the RCC-Delhi 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 RCC- Delhi will continue to entertain you 
through these newsletters........... 

Long live IADVL DSB. 

It is a matter of immense pride that the second issue of “Yuvaderma” the newsletter, of 
and by the members of the RCC- Delhi 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, crosswords, 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 RCC- 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. 

Message from the Honorary Secretary
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Yuvaderma Issue 02    Dec 2020

From the 

Outward raged the storms of 

turmoil, tumult and turbulence. 

And inside we discovered a placid sea of 

strength, fortitude and resilience. 

I am pleased to bring to you the second issue of the Yuvaderma in the year 2020.   

I would like to express my heartfelt gratitude to each and every one of our residents, and their 

unwavering, undaunting spirit which is reflected in these pages. I am also grateful to Dr. Sujay 

Khandpur, President IADVL-DSB and Dr. Gulhima Arora, Honorary Secretary, IADVL-DSB for 

providing us with this opportunity to illustrate our creativity and express our opinion. 

In this issue, we present a potpourri of articles cover
ing the various aspects of dermatology, which we 

hope shall pique the interest of our readers. 

In the first section, we discuss a comprehensive approach to a patient with facial papules. Over the 

next few pages, we have outlined the role of serendipity in dermatology, described a histopathological 

approach to appendageal tumors and discussed the surgical modalities for acne scars. We have also 

brought out the basic concepts of research in dermatology, debated the inclusion of cosmetic 

dermatology in the residency curriculum and elucidated dermatological conditions emanating from 

cultural practices. “Dermatological villians” presents an interesting perspective relating to the on-

screen depiction of dermatological disorders. We also hope to tickle your funny bone with a comic 

take on ‘life in residency.’ After this we discuss  interesting aspects of signs in dermatology  

and present a short report on the activities of t
he Resident Connect Committee Delhi, during the  

past year.Perhaps the most interesting part is the beautiful conglomeration of poems, paintings 

and  photographs in the section titled ‘The world through our rose-tinted glasses’  

Above all, through this issue, we aspire to offer you some hope, happiness and  

optimism to tide over these trying times… 

“Like tiny seeds with potent power to push through tough ground and  

become mighty trees, we hold innate reserves of unimaginable strength.  

We are resilient.” 

― Catherine DeVrye 

Dr Anuva Bansal 

Editor- in- Chief
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 Approach to a patient with Facial Papules 

A number of dermatological conditions present 
with papules on the face and it is helpful to 
follow a step-wise approach to arrive at a 
diagnosis. A simplified approach has been 
elucidated below. 

History:  
• Age:  

o BCC, actinic keratosis, and dermatosis 
papulosa nigra (DPN) usually present in the 
elderly  

o Acne vulgaris is a disorder of adolescence 
o Molluscum contagiosum and FACE (Facial 

Afro-Caribbean eruption) are mostly seen in 
children 

• Occupation: Outdoor work results in cumulative 
photo-damage as seen in case of colloid milium and 
atypical fibroxanthoma. 

• Typical history  
o Pseudofolliculitis barbae- multiple, itchy 

papules arise 1-2 days after shaving. 
o Papules of eccrine hydrocystoma enlarge on 

exposure to heat and disappear in winters.  
o A history of photosensitivity may be obtained 

in rosacea.  
o P y o g e n i c g r a n u l o m a a n d a t y p i c a l 

fibroxanthoma bleed on minor trauma 
o Any symptoms , such as i tching, and 

triggering factors must be noted. 
• History of contact, or presence of similar lesions 

in family members is common in acquired diseases 
like molluscum, verruca and tinea; and in inherited 
syndromes such as angiofibromas in tuberous 
sclerosis. 

• Systemic complaints  
o Patients of lupus vulgaris often have a focus of 

primary tuberculosis, usually pulmonary and 
will consequently have history of cough, 
hemoptysis or fever.  

o Sarcoidosis may also present with systemic 
symptoms.  

o Presence of similar or different lesion at other 
sites of the body must also be asked for. 

•   History of any treatment taken, including topical 

Examination:  
1. Note the skin phototype (Fitzpatrick 

type) and signs of chronic photo-
damage. While rosacea is more common 
in Fitzpatrick type I-II, DPN is more likely 
to be observed in type IV and above. 

2. The number of lesions: The papule 
may be an isolated entity, or part of a 
syndrome, when they are commonly 
multiple. A single lesion is more likely to 
b e a t u m o u r , k e r a t i n o c y t i c o r 
appendageal; whereas lesions due to 
inflammatory or infectious causes are 
more often multiple.  

3. Size of lesions: Facial papules range in 
size from pin-head sized such as milia, 
t o u p t o 1 0 m m s u c h a s 
keratoacanthoma. Lesions such as 
actinic keratosis have a wide variation in 
size. 
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1. Morphology of individual lesions 
• Polymorphic or monomorphic: The lesions may be polymorphic such as acne vulgaris 

and papulo-pustular rosacea; or monomorphic, as in drug induced acneform eruptions.   
• Colour and surface:  

o The lesions may be white (e.g. milia, molluscum), yellowish (e.g. sebaceous 
hyperplasia), hypopigmented (e.g. trichodiscoma), skin coloured, red or reddish-brown, 
or hyperpigmented or translucent as in eccrine hydrocystoma.  

o It is important to note if the lesion is sessile or pedunculated (e.g. acrochordon), dome 
shaped, flat-topped (e.g. verruca plana), or has a verrucous surface (e.g. verruca 
vulgaris).  

o Lesions may also be umblicated such as in molluscum contagiosum, or have superficial 
ulceration. 

o Some features are characteristic, such as a central crater with a tuft of lightly pigmented 
vellus hair in trichofolliculoma.  

o Telengiectasias are visible on the surface of BCC and few other lesions. 
2. Sites and distribution:  

• In solitary papules, the site at which it is present can be a crucial diagnostic clue, such 
as BCC in the ‘tear’ area, or atypical fibroxanthoma in the photo-exposed bald scalp. 

• When lesions are multiple, the site of involvement as well as symmetry are important.  
o Clustering of lesions along the nasolabial folds is seen in trichoepithelioma and 

trichoblastoma.  
o Eccrine hydrocystoma are typically periocular, and lesions of LMDF also cluster 

around eyes.  
o Lesions of FACE are typically perioral.  
o Lesions due to infectious causes such as tinea, are generally localized and assymetric; 

whereas papules of inflammatory origin are usually symmetrically distributed. 
• Arrangement of lesions may also be an indicator, such as linear arrangement due to 

pseudo-Koebner phenomenon in viral warts and molluscum contagiosum. 
• Lesions may also be present at other sites, such as the trunk in acne vulgaris. 

3. Other lesions, such as scars, must also be noted. Importantly, multiple types of lesions may 
be present in patients with syndromes such as Bazex syndrome and Rombo syndrome 
(milia and trichoepithelioma), in addition to lesions at other sites. Hence, the entire body 
must be examined if such syndromes are suspected.  

4. Certain procedures may help in confirmation of diagnosis: 
• Diascopy: It is useful in granulomatous disorders such as lupus vulgaris and 

sarcoidosis. 
• Needle extirpation: Extirpation of the lesion with a 26G needle is a simple bedside 

procedure.  
o The appearance of cheesy white, material is seen in milia 
o Molluscum contagiosum lesion yield a fleshy, pearly white molluscum body 
o Eccrine hydrocystoma, upon extirpation, releases clear watery fluid 

• KOH mount of skin scraping is used for diagnosis of tinea faciei and demodecidosis 
5. Examination of local lymph nodes must be performed. 
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Dermoscopy: quick office-based procedure which obviates the need for invasive 
investigations.. 

Skin Biopsy and histopathology: Histopathology remains the gold standard for confirmation 
of diagnosis, especially in the case of tumours.  

The various diagnoses to be considered, and their salient features are summarized in Table 1.

Table 1: Dermatological conditions presenting with facial papules and their salient clinical features
Disease Age Number Site Morphology Remarks (history, 

procedures, dermoscopic 
features)

Infections
Molluscum 
contagiosum    
(Fig 1)

Children (2-5 
years most 
commonly)

Multiple > 
single

Variable, 
usually cheeks 
and chin

Pearly white, 
umbilicated

Upon needle extirpation, a white, 
fleshy mass containing ‘molluscum 
body’ can be obtained which may be 
observed under the microscope for 
confirmation. Spontaneous 
remission with depressed scars may 
be seen.1

Viral warts 
(Verruca vulgaris, 
plana) (Fig 2)

Any age 
group

Multiple > 
single

Variable Verrucous surface, 
flat topped (plane 
warts), filiform

Pseudo-Koebner phenomenon 
(autoimplantation, contiguous 
lesions). Surface may be 
pigmented. Similar lesions in hands, 
feet, or siblings. Dermoscopy: 
grouped papillae with dotted or loop 
vessels, haemorrhagic points, 
‘frogspawn appearance’.2

Lupus vulgaris Any age 
group

Single Variable Skin coloured to 
reddish-brown

Firm papule, apple-jelly nodules on 
diascopy. Lymph nodes may be 
enlarged. History of contact with TB 
patient/personal history of TB.

Demodecidosis Adults, 
middle age

Multiple Central face, 
cheeks, nose, 
chin

Erythematous, 
pustules and scaling

Skin scraping with 20% KOH mount 
will show mites. Morphology similar 
to papulo-pustular rosacea. History 
of topical steroid usage/poor 
hygiene.

Tinea faciei Any age 
group

Single or 
multiple

Variable Papules over patches 
of erythema + scaling

Itchy, history of lesions in family 
members/close contacts. KOH 
mount shows fungal hyphae. 
Dermoscopy: bent hair, i-hair, short 
broken hair, translucent hair.
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Inflammatory diseases
Acne vulgaris Classical 

onset at 
adolescen
ce

Multiple Forehead, 
cheeks

Skin coloured, 
erythematous

Presence of comedones. 
Pustules, nodules or cysts may 
co-exist. May involve trunk. In 
adults, may be associated with 
drug intake (monomorphic lesions)

Rosacea Middle 
age 
(30-50 
years)

Multiple Proximal 
cheeks, 
central 
forehead, 
nose, central 
chin

Erythematous Fitzpatrick type I-II (fair skin), 
individual lesions may be tender 
but usually asymptomatic. History 
of photosensitivity, fixed erythema.

Periorificial 
facial dermatitis

Usually 
young 
females 
(20-45 
years)

Multiple Perioral >>> 
Perinasal, 
periocular

Red to pink 
papules

History of steroid-containing 
topical agent usage, association 
with atopy. Pustules and scaly 
patches may be present.

Granulomatous 
periorificial 
dermatitis

Children Multiple Perioral and 
periocular

Flesh-coloured, 
pink, or yellow

Also known as Facial Afro-
Caribbean childhood eruption 
(FACE). Telengiectasias, pustules 
may be seen. Self-limiting.3

Lupus miliaris 
Disseminates 
faciei (LMDF, 
Acne agminata) 
(Fig 3)

Young 
adults 
(20-40 
years)

Multiple Central face, 
typically on 
and around 
eyelids

Reddish- yellow or 
yellowish- brown

Also known as Facial idiopathic 
granulomas with regressive 
evolution (FIGURE). Lesions may 
have a pustular top. Eruptions 
develop rapidly, runs a chronic 
course, and usually involute 
spontaneously in 12-24 months. 
Pitted scars may remain as 
sequelae.4

Sarcoidosis Young 
adults 
(20-40 
years)

Single or 
multiple

Variable Erythematous Apple-jelly sign on diascopy. 
Associated systemic 
manifestations and internal organ 
involvement. May arise over a pre-
existing scar.

Follicular 
mucinosis

Children, 
young 
adults 
(primary)

Multiple > 
single

Scalp, neck, 
face

Shiny, 
erythematous, 
orange-tan; 
follicular 
prominences

Also known as alopecia mucinosa 
(scalp). Secondary form due to 
MF or other internal malignancy 
may present in older adults.

Pseudofolliculitis 
barbae

Post-
pubertal 
males

Multiple Beard area 
(cheeks and 
chin)

Skin coloured to 
hyperpigmented

Occur 1-2 days after shaving. 
Often pruritic. More common in 
patients with curly hair. Avoiding 
close shaving leads to resolution.
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Benign epidermal tumours
Seborrhoeic 
keratoses

Elderly, 
>50 years

Single or 
multiple

Variable Waxy surface, 
hyperpigmented, 
gray or skin coloured

May be inflamed (irritated SK). 
Dermoscopy shows moth-eaten 
borders, cerebriform structures, 
milia-like cysts, comedo-like 
openings, hairpin like vessels. 
Multiple, eruptive lesions: Sign of 
Lesat-Trelat: indicates internal 
malignancy

Dermatosis 
papulosa nigra

Onset 
during 
adolescen
ce

Multiple, 
rarely 
single

Malar regions, 
forehead, 
neck

Black or dark brown, 
rarely skin coloured, 
flattened

Lesions gradually increase in size 
and number, peak in 6th decade. 
African and Asian descent, 
Fitzpatrick types III-IV. Considered a 
variant of seborrhoeic keratosis. 
Dermosopy shows SK like features.

Benign epidermal cysts
Milia All ages, 

infancy 
onwards

Multiple Cheeks and 
eyelids

White to yellowish 
pin-head sized

Sub-epidermal keratin filled cysts, 
lined by a stratified squamous 
epithelial lining, and the cyst filled 
with lamellated keratin. The keratin 
can be extirpated with a 26G 
needle. Multiple: Bazex syndrome, 
Rombo syndrome

Premalignant epidermal lesions
Actinic keratosis Middle 

age to 
elderly

Multiple > 
single

Photo-
exposed parts 
of scalp and 
face

Rough, 
erythematous papule 
with white to yellow 
scaling. Punctate 
bleeding +/-

Fair skinned individuals. Initial 
lesion may be an erythematous 
macule with imperceptible scales on 
a background of chronic photo-
damage (actinic elastosis). Pain on 
palpation indicates progression to 
malignancy.

Cutaneous horn Elderly 
>50 years

Single Photo-
exposed 
parts, upper 
face and ears

Conical/cylindrical 
hard yellowish-brown

May be surrounded by normal 
epidermis or acanthotic colarette. 
Mostly benign, but may high 
underlying malignancy 
(inflammation is an indictor).

Malignant epidermal tumours
Keratoacanthoma Elderly, 

>50 years, 
rarely in 
middle 
age

Single Photo-
exposed 
regions, most 
commonly 
central face: 
nose, cheeks, 
eyelids, lips

Skin coloured or red 
papule with central 
keratin filled crater

Rapidly growing for first 6-8 weeks, 
remains stable for a variable length 
of time, and often undergoes 
spontaneous involution, leaving an 
atrophic scar. Well-differentiated 
SCC. Dermoscopy shows keratin, 
white circles and lines, structureless 
areas, and blood spots.5 Multiple: 
Grzybowski syndrome, Muir-Torre 
syndrome.

Basal cell 
carcinoma

Elderly 
(>60 
years)

Single, 
multiple in 
syndrome
s

Tear area’. 
Above line 
joining lobule 
and angle of 
lip.

Flesh-coloured, pink 
or red, tengiectasias 
on surface

Background of chronic photo-
damage. May ulcerate. 
Dermoscopy: Blue-gray ovoid 
nests, comma vessels, globules, 
corkscrew vessels, leaf-like areas. 
Multiple: Nevoid BCC Syndrome, 
Bazex-Dupre-Christol syndrome, 
Rombo syndrome.
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Adnexal tumours
Syringoma Starts in 

adolesce
nce, 
increase
s (F>M)

Multiple Periocular, 
especially 
lower 
eyelids; neck

Yellowish to skin 
coloured, upto 3 
mm in size

Angular or crenated outline. May 
be translucent or cystic. Tadpole 
structures on histology. 
Dermoscopy shows 
homogeneous light brown 
pigmentation with multiple white 
dots and linear vessels.6

Eccrine 
hydrocystoma

Middle 
age 
(F>M)

Multiple Periorbital 
area, cheeks 
and lids

Tan to bluish-black, 
translucent

History of enlargement on 
exposure to heat, flattening in 
cold. Clear fluid exudes on 
puncturing with needle.

Syringocyst-
adenoma 
papilliferum

Children, 
young 
adults

Single or 
multiple

Scalp>face Red to brown, or 
translucent, often 
linearly arranged

Surface may have crusting, 
oozing serosanguinous 
discharge. Dermoscopy shows 
milky-red papillomatous 
projections, central ulceration, 
and polymorphic vessels7

Dilated pore of 
Weiner

Elderly, 
5th – 6th 
decade

Single > 
multiple

Scalp, face Skin coloured, wide 
crater like cavity

Keratinous material may be 
expressed from the cavity

Sebaceous 
hyperplasia

Elderly Multiple Forehead 
and temples

Yellowish-pink 
papules, 1-3 mm

Dermoscopy: Aggregated white or 
yellow nodules at the centre 
(cumulus sign), ostium in centre 
(bonbon toffee sign), crown 
vessels8

Sebaceous 
adenoma

Adults 
and 
elderly

Multiple Scalp, face, 
neck

Tan, pink or yellow, 
up to 5 mm size

Waxy surface, ulceration may be 
seen. Multiple: Muir-Torre 
syndrome

Trichodiscoma Adults Multiple>s
ingle

Central face Skin coloured to 
hypopigmented, 
flat topped

Also known as fibrofolliculoma. 
Dermoscopy shows 
hypopigmented globules and 
curvilinear vessels connecting red 
dots and globules.9 Multiple: Birt-
Hogg-Dube syndrome

Trichoepithelioma Middle 
age, 
F>M

Single, 
multiple in 
young (3rd 
decade)

Nose, 
cheeks, 
nasolabial 
folds

Flesh coloured to 
red

Dermoscopy: Arborising vessels, 
milia-like cysts.10 Multiple: Rombo 
syndrome, Bazex-Dupre-Christol 
syndrome. Desmoplastic variant: 
In young adults, flat, yellowish-
white.

Trichilemmoma Young 
and 
middle 
age

Single Nose, upper 
lip most 
commonly

Skin coloured, may 
be verrucous

Dermoscopy shows 
hyperkeratotic central area with 
red-iris like structure.11 Multiple: 
Cowden syndrome

Trichofolliculoma Young 
adults

Single Nose most 
common

Skin coloured, tuft 
of vellus hair in 
centre

The central dell contains a tuft of 
lightly pigmented vellus hair. 
Dermoscopy shows ‘firework’ 
pattern12
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Soft tissue tumours
Juvenile 
xanthogranuloma

Infancy Single > 
multiple

Variable, 
neck

Reddish yellow 
dome-shaped

Firm papules, may enlarge to 
form plaques. Multiple lesions 
more common in boys. 
Associated with NF1.

Fibrous papule of 
face

Middle 
age

Single Nose 
(mostly), 
chin, 
forehead

Skin coloured, red 
or pigmented

May bleed on minor trauma

Atypical 
fibroxanthoma

Elderly 
(7th-8th 
decade)
, M>F

Single Ears, bald 
scalp, 
cheeks

Exophytic, fleshy 
red, often ulcerated

On chronically photo-damaged 
skin. Local recurrence and lymph 
node metastases. Is a highly 
aggressive, malignant, soft-tissue 
tumour

Angiofibroma   
(Fig 4)

Early to 
mid-
childhoo
d

Multiple > 
single

Central face; 
cheeks, 
nose, naso-
labial fold

Firm, flesh-coloured 
to reddish-brown

Multiple lesions in Tuberous 
sclerosis, multiple endocrine 
neoplasia type 1, Birt-Hogg-Dube 
syndrome.

Lesion due to ageing and degenerative changes
Colloid milium 
(Fig 5)

Adults Multiple Photo-
exposed 
areas: 
periorbital, 
cheeks, 
sides of 
neck, ears

Yellowish-brown, 
often translucent, 
1-5 mm, irregular 
groups

Homogeneous colloid mass in 
upper dermis seen on 
histopathology. Rarely, lesions in 
young (juvenile variant). History of 
hydroquinone application may be 
present. Additionally, signs of 
chronic photo-damage to skin.

Fig 3: LMDF Fig 1:Courtesy Dr. Aakash Singhal, UCMS 
and GTBH) Molluscum contagiosum 

Fig 2: Verruca vulgaris on face 7
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Eureka: 
Accidentally 

discovered 
drugs in 

Dermatology 
Serendipity is the sweet sister of science.   
From dermatosurgery and aesthetics to      

dermatopharmacology, dermatology has had 
its fair share of Eureka moments

Vitamin D3 analogues 
Morimoto and Kumahara accidentally stumbled upon the role of 

vitamin D3 in psoriasis, when an 81-year-old man who had 
osteoporosis along with extensive psoriasis was prescribed 1α-

hydroxyvitamin D3, 0.75 mg/day orally. Although he was not 
receiving any topical or systemic treatments for psoriasis, his lesions 

cleared in 2 months. (2) 

Dr Rhea Ahuja 

PG-2Y, AIIMS
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Dithranol 

A powdered extract derived from araroba tree which grew in 
Brazil was mistakenly used by a patient of Balmano Squire to 

treat his psoriasis masquerading as ringworm. 
Surprisingly this ‘ringed psoriasis’ demonstrated a 
good response to this remedy. This extract was 

‘Anthralin’ which was later found to be an 
effective treatment for psoriasis by 

Galewsky in 1916. (1)

Methotrexate 
& Cyclosporine 

Interestingly the use of both methotrexate and 
cyclosporine in psoriasis was serendipitously discovered. 

Aminopterin (a close relative of methotrexate) and 
cyclosporine when used in patients of rheumatoid arthritis, few 
of whom also had concomitant psoriasis, resulted in significant 

improvement in their psoriatic lesions. (3,4) 

Hirsutism is a well-known side effect of long-term use of 
cyclosporine in renal transplant patients. (5) Furthermore, 
topical cyclosporine proved efficacious in slowing down 
the shedding of hair in nude mice grafted with human 

hair. (6) Human studies also showed good results, 
and the role of oral cyclosporine in alopecia 

areata was thus established. (7) 

Tranexamic acid 

Nijo Sadako in 1979 used tranexamic acid-a 
plasmin inhibitor- to treat a patient with chronic 

urticaria who also had melasma.  After 2-3 
weeks, this led to the "happy accident" of a 

significant reduction in the 
hyperpigmentation, eventually leading to 

the discovery of the first oral drug for 
melasma. (8) 

    Rituximab 

Rituximab, the wonder drug in pemphigus also 
owes its discovery to chance. The improvement in 

muco-cutaneous lesions of paraneoplastic 
pemphigus when rituximab was used to treat non-
Hodgkin's lymphoma, dawned upon a new era of 
targeted therapy to treat autoimmune blistering 

diseases. (9) 
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Thalidomide 

Thalidomide was initially used as an anxiolytic and 
sedative. Sheskin, an Israeli dermatologist, while 

treating a male patient of Erythema nodosum leprosum, 
who was in acute pain which interfered with his sleep, 

administered him a few tablets of thalidomide. 
Surprisingly, not only was the patient able to sleep well, 

but his lesions also improved, leading to the 
recognition of role of Thalidomide in type II Lepra 

reactions. (10) 
Minoxidil 

Minoxidil was widely professed as an 
antihypertensive, with hypertrichosis noted as a 

cosmetically problematic side effect in female patients. (11) 
Subsequently, with the improvement in alopecia noted in 
patients taking this drug, minoxidil became the first drug 

to be approved by US FDA for the treatment of 
androgenetic alopecia. (12) 

  Finasteride 

Finasteride the subsequently approved drug by 
US FDA for males with androgenetic alopecia 

was also incidentally discovered. It was accidentally 
found to grow hair on the bald scalp of men 
consuming it for the management of Benign 

Prostatic Hyperplasia. (13) 
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Griseofulvin 

The interesting observation of failure of growth of 
newly planted conifers in Dorset, during the 1930s, 

possibly due to the presence of a toxin in the local soil, 
paved the way for the chance discovery of griseofulvin. 
Brian, Hemming and McGowan solved the mystery by 

detecting abundant Penicillium janczewskii, the 
source of griseofulvin, in the soil. 



 Propranolol 

This is a β blocker used as an antihypertensive drug. 
It was serendipitously found to improve the nasal 
haemangioma in an infant when administered for 

hypertrophic cardiomyopathy. (16) Propranolol has now 
gained wide popularity as the drug of choice in life-

threatening, function threatening and ulcerated infantile 
haemangiomas. 

Spironolactone 

It is a potassium - sparing diuretic which was seen to 
improve hirsutism in a woman with hypertension 

suffering from a concomitant polycystic ovarian disease. It 
has been subsequently used as an off-label drug for 

hirsutism. (15) Prostaglandin 
analogues 

These drugs are used  to reduce intraocular 
pressure when administered topically as eye-

drops. Serendipitously, these medications were 
found to stimulate eyelash growth and 

pigmentation, when used for glaucoma. (14) 
Bitanoprost has been given US FDA approval 

for use in cosmetic enhancement of 
eyelashes.

Dermatology as a specialty has widely benefitted from these ‘happy accidents’. No scientific discovery  

has ever been made by sheer luck. Afterall, chance favors the prepared mind… 
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Accidentally discovered drugs in dermatology

Eureka’ drugs Original indication New(current) indication
Dithranol Tinea Psoriasis
Vitamin D analogues Osteoporosis Psoriasis
Cyclosporine Rheumatoid Arthritis Psoriasis
Methotrexate Rheumatoid Arthritis Psoriasis
Tranexamic acid Urticaria Melasma
Rituximab Non-Hodgkin’s lymphoma Pemphigus
Thalidomide Acute pain Erythema nodosum leprosum
Minoxidil Hypertension Androgenetic alopecia
Finasteride Prostatic hypertrophy Androgenetic alopecia
Prostaglandin analogues Glaucoma Eyelash enhancement
Spironolactone Hypertension Hirsutism in PCOS
Propranolol Hypertrophic cardiomyopathy Infantile hemangioma
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Skin appendageal tumours consist of a large and diverse group of benign and malignant 
neoplasms with overlapping clinical and histological features. They have been classified into four 
groups, based on the presence of histological features analogous to hair follicles, sebaceous 
glands, apocrine glands, and eccrine glands.  
                                                                              
                                                                                                   
                                                                                                                                  
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Skin appendageal tumors

a. Predominant epidermal connection

1.With basaloid 
cells

2. With hair 
follicle origin

3. With 
sebaceous 

differentiation

4. With cystic 
spaces

b. No epidermal connection

1. Basaloid cells 2. Clear cells
3. Glandular 

cells
4. With cystic 

spaces

Lined by 
squamous cells

Lined by 
cuboidal cells

Lined by 
columnar cells

A simple histopathological approach to these tumours 
includes the following steps: 

 
➢ First step entails looking at whether the tumour 

has a prominent epidermal connection or not.  
 

➢ Next step is to look at the predominant types of  
cells present in the tumour, as elucidated below:     
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Histopathological Approach To Skin 

Appendageal Tumours 
 



 

If the tumour has a prominent epidermal connection, the next step is to look at the histology of 
the lesion, as explained below : 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 

 
 
 

 

a. PREDOMINANT EPIDERMAL CONNECTION

1.Basaloid (blue) clear cells-
poroid cells in sheets + cuticle 
formation + vascular stroma

Nests of poroid cells within 
the normal epidermal cells-

HIDROACANTHOMA 
SIMPLEX

Present in both dermis and 
epidermis- POROMA

Malignant changes with 
nuclear atypia-

POROCARCINOMA

Vertically oriented 
anastamosing strands 
of basaloid epithelium

arising from multiple points 
along the epidermis with 
intervening fibrovascular 

stroma-
SYRINGOFIBROADENOMA

2. Follicular origin

Dilated follicle + numerous 
poorly formed hairs in variable 

states of maturity , 
radiating from the central 

cavity TRICHOFOLLICULOMA

Dilated follicle + invagination of 
the surface epithelium, lined by 

relatively thin stratified 
squamous epithelium radiating 
in strands and lacking the hair 

follicles -

DILATED PORE OF WINER

Dilated follicle + expanded area 
of the outer root sheath 

epithelium (bland keratinocytes 
+ clear cells)- within an 

irregularly branched cystic 
cavity, with large lobules of 

epithelial cells radiating 
outwards from this cavity area -

PILAR SHEATH ACANTHOMA

Well‐circumscribed lobular 
tumour. Cells containing clear 
glycogen containing cytoplasm 

extending from epidermis-
TRICHILEMMOMA

3. With sebaceous 
differentiation

Either a well-
circumscribed 

nodule or 
irregularly shaped 

cell masses 
containing 

undifferentiated 
basaloid cells 

(seboblasts) with 
mature sebaceous 
cells (sebocytes) 

Seboblasts > 
sebocytes-

SEBACEOMA

Sebocytes> 
seboblats-

SEBACEOUS 
ADENOMA

Irregular lobular 
formations with 

great variations in 
the size of the 

lobules. Mainly 
undifferentiated 
sebaceous cells 
showing nuclear 

atypia, 
pleomorphism and 

atypical mitotic 
figures-

SEBACEOUS 
CARCINOMA

4. With cystic spaces 

• Epidermal connection + cystic invagination extending into the dermis, with numerous papillary 
projections, lined by two rows of cells.  

• The luminal row of cells consists of columnar cells with evidence of active “decapitation” secretion.  

• The outer row of cells consists of small cuboidal cells.  

• Plasma cell infiltrates are present especially, in the papillary projections-  
SYRINGOCYSTADENOMA PAPILLEFERUM 
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Majority of the appendageal tumours lack a predominant epidermal connection and include tumours showing 
either basaloid cells, clear cells or glandular differentiation. 
 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 
 
 
 
 
 
 

 

 

 

 

 

 

 

 

 

 

 

The fourth part (with cystic spaces) has been discussed in next section. 

b. NO EPIDERMAL CONNECTION

1. Basaloid cells

PERIPHERAL NUCLEAR 
PALISADING with central area 
of eosinophilic material (horn 

cysts),  LIMITED TO 
SUPERFICIAL DERMIS. 
TRICHOEPITHELIOMA

Well‐ circumscribed rounded 
islands of basaloid cells with 

central maturation into 
structureless squamous cells 

lacking nuclei (GHOST 
CELLS)- PILOMATRICOMA

BASALOID + LARGE CLEAR 
CELLS arranged in a  circular 
rosette forming cannon/blue 

balls in dermis and 
surrounded by condensed 

connective tissue -
SPIRADENOMA

Masses of basaloid + Large 
clear cells arranged in islands 

and separated by hyaline 
membrane in JIGSAW PUZZLE 

PATTERN - CYLINDROMA

Peripheral palisading + 
prominent induction of 

stroma around aggregates 
extending to deep dermis and 

subcutaneous tissue-
TRICHOBLASTOMA

Features of poroma but only 
limited to dermis- DERMAL 

DUCT TUMOR

Dense fibrous stroma, 
perineural extension (+/-), 

palisading (-) -
DESMOPLASTIC 

TRICHOEPITHELIOMA

2. Clear cells

Well 
circumscribed 

mass of clear cells  
and eosinophilic 

cells (biphasic 
cellularity). Focal 
cystic spaces are 
commonly seen -
HIDRADENOMA

Features of 
hidradenoma 

with cytological 
atypia/ nuclear 
pleomorphism -

HIDRADENO

-CARCINOMA

3. Glandular differentiation

Double layered cuboidal cell 
lined ducts with granular 
secretion and peripheral 

epithelial strand limited to 
superficial dermis (TADPOLE 

APPEARANCE)-
SYRINGOMA

Glandular component + 
mesenchymal stromal 
components located in 

deep dermis - CHONDROID 
SYRINGOMA

Multiple irregularly shaped 
tubular structures that have 
a double to several layered 

epithelial lining towards 
apocrine differentiation-

TUBOPAPILLARY 
ADENOMA

Well defined deep dermal 
nodule containing papillary 

fronds, ducts lined by 
apocrine type cells that 

show decapitation secretion 
and fibrous stroma-

HIDRADENOMA 
PAPILLIFERUM

Tubular and glandular 
architecture with cytological 

atypia and infiltrative 
pattern showing sweat 
gland differentiation-

MICRO- CYSTIC ADNEXAL 
CARCINOMA, TUBULAR 

CARCINOMA, MALIGNANT 
MIXED TUMOR, MUCINOUS 

CARCINOMA, ADENOID 
CYSTIC CARCINOMA, AND 
APOCRINE CARCINOMA 
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Some appendageal tumours are characterized by the presence of a cystic cavity in the dermis.  
 
They are subdivided according to: 

• Lining epithelium  

• Cystic content.  
 
The lining can be  

• Squamous  

• Columnar  

• Cuboidal.  
 
The cyst content is either keratin or proteinaceous material.  

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

DERMAL CYSTS

Lined by squamous epithelium

WITHOUT GRANULAR CELL  LAYER and 
filled with keratin - TRICHILEMMAL/PILAR 

CYST

Lined by cuboidal/ columnar epithelium 
with clear cystic cavity- HIDROCYSTOMA

DECAPITATION SECRETION + papillary 
projection with layer of inner secretory and 

outer myoepithelial cells- APOCRINE 
HIDROCYSTOMA

TWO LAYERS OF CUBOIDAL EPITHELIUM with 
no decapitation secretion- ECCRINE 

HIDROCYSTOMA
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Histopathological images of the few appendageal tumours which are commonly encountered in the 
clinical practice are shown below-  

 
 
 
 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 

 

 

 

 

 

  

 

 

 

 

 

 

Poroma- Nests of poroid cells with 

epidermal connection 
 

Pilomatricoma- Well‐circumscribed rounded 

islands of basaloid cells with central 

maturation into structureless squamous cells 

lacking nuclei (ghost cells). 

 

Trichoepithelioma- Nests of basaloid cells with 

horn cysts 

 

Cylindroma- Masses of basaloid cells arranged in 

islands that seem to fit into one another (‘jigsaw puzzle 

pattern’) and are separated by hyaline membrane. 

 

Syringoma- Ductal differentiation with central 

granular secretion and peripheral epithelial strands 

(tadpole/ paisley tie appearance) 

Microcystic adnexal carcinoma- Cords and nests of 

bland keratinocytes, keratin cysts and ductal 

differentiation with dense collagenous stroma invading 

into subcutis 
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Pilar cyst- Keratin filled dermal cyst lined by 

squamous epithelium without granular layer 

(trichilemmal keratinization). 

Eccrine hidrocystoma- Dermal cyst lined by 

double layered cuboidal epithelium 
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Classification of  acne scars

Definition Diagram Image

Macular-
Erythematous

Hyperpigmented macules 
due to post inflammatory 
hyperpigmentation

DEPRESSED/ATROPHIC SCARS

Icepick Scars 
M/c type of Atrophic 
Scars3

Diameter < 2 mm 
Sharply marginated and 
depressed tracks that 
extend vertically to the 
deep dermis or 
subcutaneous tissue

Boxcar Scars

Diameter 1.5 to 4.0 mm 
Round to oval 
depressions with sharply 
demarcated vertical 
edges. 
Shallow (0.1–0.5 mm) or  
Deep (≥ 0.5 mm) 
Do not disappear on 
stretching of skin

Rolling Scars

Diameter > 4.0 mm 
Dermal tethering of 
otherwise relatively 
normal-appearing skin 
leading to superficial 
shadowing and to a rolling 
or undulating appearance 
of the overlying skin  
Scar disappears on 
stretching of skin

Surgical Management Of 
Acne Scars 

Acne vulgaris is a chronic inflammatory disorder of the pilosebaceous unit, characterized by comedones, 
papules, pustules, nodules and pseudocysts. All types of acne, especially nodulocystic acne is associated 
with scars. In a clinical survey, 49% of total patients with acne had acne scars.1 Face is the most common 
site for acne scars followed by the trunk.  
Risk factors for acne scarring include2 
• Severe inflammatory acne 
• Time elapsed before treatment  
• Manipulation of lesions 
• Family history of acne scarring 
• Involvement of trunk and  
• Frequent relapses  
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ELEVATED

Hypertrophic Scars

Confined to site of acne 
Seen in males, 
Involves Mandibular 
area

Keloidal Scars

Extend beyond site of 
acne 
Seen in males  
Involves Back and chest

Papular Scars

Dome shaped 
compressible papular 
scars 
Seen on chin and nose

Bridging scars and 
sinus tracts

Multiple linear scars 
joined together by 
epithelial tracts 
containing foul smelling 
sebum

Various attempts have been made to develop scoring systems to grade acne scars.  
•Goodman proposed a qualitative and a quantitative grading system, which grades acne scars according to 
severity.3,4  
•ECCA scoring system (Echelle d’evaluation clinique des cicatrices d’acne) is based on the morphology of  
scars.5  
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Various surgical modalities for treating acne scars are listed in the table below: (6)

Treatment 
Modality

Mechanism of action

Exfoliation of 
skin and 
regeneration

Collagen 
Remodeling

Growth 
factors

Break 
fibrotic 
strands

Tissue 
augmentation Additional Mechanism

Chemical Peel + +

Decrease sebum and 
pore size 
Comedolytic 
Anti-inflammatory and 
antibacterial properties 
Increase penetration of 
other drugs

Dermabrasion
+ (Up to mid 
reticular 
dermis)

+

Microdermabrasion
+ (Up to 
stratum 
corneum)

Bactericidal (aluminum 
oxide crystals)

Microneedling + + +
Reduction in pigmentation 
by inducing matrix 
Metalloproteinases

Subscision + +

Fillers +

Platelet Rich 
Plasma

+ (Modulate 
diameter of 
collagen 
fibers)

+

Increased hyaluronic acid 
draws water to matrix, 
increasing skin turgor

Lasers
+ (Ablative) +(Both)

+
IPL and PDL decrease 
scar induced erythema

Punch  
techniques +

Combination and Multimodality Treatments  
Many studies have been conducted combining different modalities with each other to enhance the results in 
acne scars. 

Newer and Experimental Treatments: 

o Autologous non-cultured dermal cell suspension 
Sahoo et al.7prepared an autologous non-cultured dermal cell suspension by incubating a de-epithelialized 
dermal biopsy with collagenase 1. The suspension was then injected to correct localized facial volume loss. 
This resulted in significant improvement in the dermal atrophy group, but not in the lipoatrophy group. 
o Autologous fibroblast culture 
Ninety-nine patients showed success when treated with injections of autologous cultured fibroblasts into acne 
scars. This was prepared by culturing skin biopsies for fibroblasts for several weeks.8  
o Jet volumetric remodeling 
Jet volumetric remodeling (JVR) involves dispersion of hyaluronic acid nano-bullets in the dermis to create a 
microtrauma, which promotes neocollagenosis.9  
o Radiofrequency subcision 
This modification of subcision uses radiofrequency energy for subcision, decreasing postoperative bleeding 
and hematoma formation. The fibrotic strands get cut with ease without any mechanical force.10  
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Level of evidence of different treatment modalities for various type of acne scars is given below(6)

Treatment 
Modality

Superficial 
pigmented 
scars

Erythematous 
Macular scars

Ice pick 
scars Boxcar scars Rolling scars

Chemical Peels

SA 
LA 
Jessner’s 
GA 
SM (E3-4)

PDL (E2-E3) 
IPL (E2-E3)

SM (E1) 
GA (E1)

SM (E1-E2) 
GA (E1-E2)

TCA CROSS E2-E3 E2-E3 E2-E3 E2-E3

Dermabrasion E2-E3 E1-E3 E2-E3

Micro 
dermabrasion

E1-E2 E1-E2

MNRF E3-E4 E2-E3 E2-E3

Lasers

Er-YAG (E1-
E2) 
C02 
 (E1-E2)

Er-YAG (E2-
E3) 
C02 
(E2-E3) 
NAFL (E2-E4)

Er-YAG (E3-E4) 
C02 
(E3-E4) 
NAFL (E2-E3)

Subcision E1-E2 E2-E3 E3-E4

Punch techniques E2-E4 E2-E4

PRP ± 
Microneedling

E2-E3 E2-E3 E2-E3

Combination E1-E4 E1-E4 E1-E4

Other types of scars Treatment Modality

Lipoatrophic acne scars

Autologous fat grafting with or without PRP (E1-E3) 

Synthetic fillers (E1-E3) 

Dermal cell suspension injection (E1-E3) 

Cultured fibroblasts (E1-E3)

Hypertrophic scars

Intralesional Triamcinolone and 5 Fluorouracil (E2-E3) 

Light liquid nitrogen cryotherapy(E2-E3) 

Fractional cryotherapy (E2-E3) 

Fractional ablative lasers (E1-E2) 

Excision and closure (E2-E3) 

Botulinum toxin (E1-E3)
Linear scars Excision en closure (E2-E3)

SM : Salicylic + Mandelic acid; SA- Salicylic acid, LA- lactic acid, GA- glycolic acid, TCA_- CROSS-Trichloroacetic acid Chemical Reconstruction of Skin 
scars MNRF- Microneedling Radiofrequency, Er-YAG- Erbium Yttrium Aluminum Garnet, CO2- Carbon dioxide, NAFL- Non ablative fractional , PRP- Platelet 
rich plasma 
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Dermatology: research Methodology 

“Research is to see what everyone else has seen, and to think what no 
one else has thought.” 

Research is the cornerstone of modern medicine. It has been the single 
most important factor for transforming the way we practice medicine in the 
20th century. The advent and the practice of “Evidence-based medicine” start 
in the clinic. It continues with reading, formulating a treatment plan, writing it 
and then applying it in the real-world scenario. 

Understanding the fact that it is research which has brought us here and it is 
what will take us forward, will encourage the budding dermatologists to 
conduct research, publish and keep this torch of curiosity forever lit…

Purpose of research  

Research is undertaken by inquisitive minds in the quest of knowledge and is 
aimed at the discovery and interpretation of new knowledge. It has a 
systematic fixed body of procedures and techniques, that remains valued 
forever and is not a casual observation.1 Our first brush with research takes 
place during our dissertation or thesis at the time of residency and this first 
experience as researchers lays down the foundation for the coming years. 
This article aims to outline the basic steps of conducting a research project.

Research Terms 

1. Research Question- A research question is a specific inquiry which 
the research seeks to respond  to. 

2. Research hypothesis- A research hypothesis is a specific, clear, and 
testable proposition or predictive statement about the possible outcome 
of a scientific research study based on a particular property of a 
population. 

3. Research methodology- Research methodology is the specific 
procedures or techniques used to identify, select, process, and analyze 
information about a topic. 

4. Aim- The aim of the research reflects what is purposed to be achieved 
by the project and why. 

5. Sample size-The number (n) of observations taken from a population 
through which statistical inferences for the whole population are made. 

6. Study design- Study design is a process wherein the trial 
methodology and statistical analysis are organized to ensure that the 
null hypothesis is either accepted or rejected and the conclusions 
arrived at reflecting the truth. 

7. Randomization- The process by which participants in clinical trials are 
assigned by chance to separate groups that are given different 
treatments or other interventions. 

Step 1: Choosing a 
research project

Step 2: Preparing a 
research question

Step 4: Identifying the 
aims and objectives

Step 3: Formulating 
the research 
methodology

Step 5: Sample size 
calculation

Step 6: Choosing the 
study design

Step 7: 
Randomization

Step 8: Analysis of 
results

Steps of a research 
project

25

Yuvaderma Issue 02 Dec 2020



How to formulate a research project:  

Step 1- Choosing a research subject  

This is the first and most crucial step, as it involves delineating of an area of interest and formulating 
the basic outline of the topic, with the help of experts in the field. 

Step 2- Preparing a Research Question  

It should be described clearly and precisely as it forms the basis of designing the project.  

Statement of research hypothesis 
It translates the research question into a precise prediction of expected outcomes. In other words, it 
is a tentative explanation of the relationship between two or more variables, which is based on the 
depth of knowledge (gained from the review of literature).2 

Step 3-Formulating the research methodology 
 
 The Structured methodology has the following parts- 

• Aims and objectives 
• Proper study design 
• Materials and methods 
• Sample size calculation depending upon the type of  study 
• Selection of cases and controls based on inclusion and  exclusion criteria 
• Conduct of the study and analysis of the study including statistical analysis. 

Step 4- Identifying the aims and objectives  
- The aim of the research reflects what is purposed to be achieved by the project and why? For 

example, ‘a study to determine the serum cytokine levels in Indian psoriasis patients and 
correlate with the disease severity’.  

- Most research projects have 2 objectives- primary and secondary. 
- The primary objective is the main research being undertaken. For example, to study the level 

of IL-6, IL-2, TNF-α and IL-17 in Indian patients of psoriasis, while correlation with the PASI 
score as a predictor of severity is the secondary objective. 

-  
Step 5- Sample size calculation 

The number of subjects should be sufficient so that tests of statistical significance can be applied, 
for which a good biostatistician in the project at the time of designing a protocol is imperative.  

Step 6- Choosing the study design 

There are several study designs and the one selected depends upon the aims and objectives of the 
study. 

Types of study 
designs

Experimental 
Analytical 

Descriptive Combination 

Operational 
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Step 7- Randomization  

Randomization is mostly done in randomized control trials and refers to the assigning of patients to 
control and patient groups wherein any person has equal chances of being assigned to either group. 
Its advantages are that it eliminates selection bias and tends to create groups that are comparable in 
all factors that could influence the results. 

Step 8- Analysis of results 

This is the last step in a project and also one of the most important ones requiring the help of an 
expert biostatistician, and thus should be meticulously carried out. Analysis of results implies 
interpreting the data and presenting it in a form which can be easily understood by others, while also 
comparing it with what is already know about the subject from previous studies. This helps us to 
come to a logical conclusion and also gives rise to results which are new and not already known in 
the literature. 

Research is one of the most important parts of a medical student’s life and can also become 

the most rewarding one. The love and curiosity for research should be inculcated at an early 

stage, always be encouraged and practiced throughout one’s career. 

1. Singh G, Kaur V. Formulation of a research project. Indian J Dermatol Venereol Leprol 2007; 

73:273-6 

2.  SA. Indrayan. Basic methods of medical research. 1st ed., New Delhi: AITBS Publishers, (P) Ltd.; 

2006. p. 376.  
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Definition 
It is a systematic process to identify strengths and 
weaknesses of a research article to assess the usefulness 
and validity of research findings. It is needed to combat 
information overload, identify papers that are clinically 
relevant and continue professional development. It varies 
with the type of study. In general, it involves a quick review 
of the article followed by a detailed one.Various links are 
also available online which contains checklists for critical 
appraisal of each study design  for instance: 

-CASP http://www.casp-uk.net/checklists; · 
-SIGN http://www.sign.ac.uk/methodology/checklists.html; ·  
-CEBMH http://cebmh.warne.ox.ac.uk/cebmh/education_critical_appraisal.html 

STEPS

CRITICAL 
APPRAISAL OF 
A RESEARCH 
PAPER 

Dr Anjali Bagrodia 
PG- 2Y,  
MAMC

     Quick review 

Involves taking a look at:  

•Title: should be concise and state clearly 
what the study is about 
•Abstract:  should include answers to why, 
how and on whom the study was done, 
interventions Involves outcome measures 
used and significance of the study 
•Publishing journal and year, authors 
•Peer review present or not,  
•What does the study add to what is 
already known?

QUICK REVIEW

TITLE ABSTRACT

-  concise 
- state clearly what 

the study is about 
- mention type of 

study

                           Detailed review  

Involves assessing the quality of study design, quality and applicability of results.  

1. Participants: Assess if the selection criteria used was clear, well defined and appropriate and how was 
the sample size calculated. 

2. Study groups: Check the following: 
• Were they well defined and replicable? 
• Randomization and blinding were done or not? 
• Equal treatment of groups and compliance measurement was done or not? 

- Why was the study done? 
- Who was studied? 
- How was the study done? 
- What interventions were 

involved? 
- What outcome measures 

were used? 
- How many subjects were 

involved? 
- What is the significance of 

the study?
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To conclude, critical appraisal is a fundamental skill to assess value of clinical researches and through 
integration with clinical experience and patient preference, permits the practice of evidence-based 
medicine.

Example:	

Participant
Study group 

Outcome 
Time 

Study results
Discussion 

Applicability 

DETAILED REVIEW 

6. Discussion: should include  
• Summary and interpretation of the key results 
• Limitations of study 
• Generalizability of study results 
• Information regarding funding or conflicts of 
interest 

7. Applicability:  
• What was the source population? 
• If the participants were representative or not? 
• What was the study setting? 
• If all important outcome measures were 
considered or not like- benefits, harms, cost.

3. Outcomes:  
• What were the outcome measures used? 
• Were they well defined? 
• Were they replicable or not? 
• Was blinding done or not? 

4. Time: Check if the follow up time was adequate. 

5. Study results: Check the following - 
• Measures used to describe the outcome 
• Measures of precision used (mean, median, mode) 
• Were numerators and denominators clear? 
• If multicentered results were homogenous 
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TERM DESCRIPTION RELEVANCE
Citation Acknowledging or documenting a 

reference source 
used in preparing a project

Enables better verification of work, 
increases credibility

Citation count Number of times an article is cited by 
other articles

Measures the impact of a publication 
or author

i10 index Number of publications with at least 10 
citation

Helps gauge the productivity of a 
scholar

Download count Total number of downloads More the number of downloads more 
is the credibility and relevance of 
article

Keyword plus Words and phrases to enhance 
retrievability

Enhances the power of cited reference 
searching

H index A scientist has H index if his/ her H 
papers have at least H citation each 
A scholar with an index of h has 
published h papers, each of which has 
been cited by others at least h times. 
For instance, if a faculty member has 
an h-index of 30, the faculty member 
has published 30 articles, each of which 
has 30 citations.

Helps to measure impact and 
relevance of an author’s scientific 
output 
It combines an assessment of both 
quantity (number of papers) and 
quality (impact, or citations to these 
papers).

N index Researcher's h-index divided by the 
highest h-index of the journals of his/her 
major field of study

An important problem that hampers a 
fair evaluation of scientific 
performance is field variation. 
Publications in certain disciplines are 
typically cited much more or much less 
than in others 
This novel index can surmount the 
problem of unequal citations in 
different fields

Impact factor The impact factor (IF) or journal impact 
factor (JIF) of an academic journal is 
a scientometric index that reflects the 
yearly average number of citations that 
articles published in the last two years 
in a given journal received.

Helps to evaluate the relevance of 
scientific journals.

Citation Index It is a kind of bibliographic index, an 
index of citations between publications, 
allowing the user to easily establish 
which later documents cite which earlier 
documents.

Increases retrievability of relevant 
papers independent of language, title 
or keywords

IMPORTANT TERMS USED IN RESEARCH

References
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•Cosmetic Dermatology is a 

s p e c i a l i z e d f i e l d o f  

Dermatology that focuses on 

procedures that improve 

appearance of  skin, particularly on the 

face and neck and is different from 

cosmetology. 

• It includes procedures such as 

chemical peeling, Botox, fille
rs and 

hair transplant  

• I n c o rp o rat i o n o f  c o s m e t i c 

dermatology into the residency 

curriculum is the need of  hour. 
• Wil l levy unnecessary academic pressure on residents  • Will draw the attention away from core dermatology  

• Focus should be on lay ing the foundation of  the subject  • There is an ever-growing need for academicians in our field, and inclusion of  statistics and research methodology will do more good than the inclusion of  c o s m e t o l o g y i n t h e curriculum. 
Dr Monalisa 

Dermatology Resident, 

MAMC

I SUPPORT I OPPOSE

Should Cosmetic Dermatology 
be a part of the Residency 

Curriculum?

Dr Pallavi Hegde Dermatology Resident,    MAMC
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Have you ever thought of how it feels like to be called  a ‘cosmetician’ or perhaps 
even worse – a ‘beauty’ doctor’?  
Are you a bright new dermatology resident dreaming about being a cosmetic 
dermatologist by the end of your residency ? Well then, please sit up straight and give 
this a second thought, as I discuss the many reasons as to why cosmetic 
dermatology should not be a part of the residency curriculum.  
Let me begin by telling you all what cosmetic dermatology really is! Cosmetic 
dermatology is one of the fastest growing fields of dermatology concerned with 
‘treating’ patients  who desire to look better but have no medical need to do so. It thus 
deals with the so called ‘normal patients’ and their aesthetic concerns. As it is quite 
clear, it is very glorifying and attractive at the outset. However, in the real world 
scenario, it  tends to promote the ‘beauty culture’ and encourages the never ending 
need for eternal good looks and a flawless skin 
The so called ‘clients’ visit the cosmetologist, unduly expecting to become ‘clear 
skinned, fair, attractive and beautiful’- abstract unquantifiable entities which 
unfortunately, have no objective end point. The need to look in a particular way or to 
fit into certain societal norms is purely stereotypical. As it is rightly said, ‘beauty lies in 
the eyes of beholder’, the concept of beauty is very subjective and external beauty is 
only one of the parameters for defining attractiveness, which is what exactly 
cosmetology deals with.  

Cosmetic Dermatology is a specialized field of dermatology that focuses on 
procedures that improve the appearance of skin, particularly on the face and neck. It 
includes various procedures such as chemical peeling, Botox, fillers, threads, 
liposuction, LASERS, hair transplant, lipolysis etc. These procedures are carried out 
by specialized dermatologists, who have gained properly certified skill and training for 
undertaking these procedures. It is very different from cosmetology, with which it is 
often confused. Cosmetology is “the study of skin, hair and nails” and the services 
dedicated to this type of work consist of hair-shaping, manicures, pedicures, 
application of artificial nails, special occasion hairstyling, shampooing hair, cosmetic 
application, body hair removal, chemical hair relaxers or straighteners. These are 
generally undertaken by beauticians at salons and parlors, as per the will of their 
customers with little regard to the actual ‘need’ for these ‘procedures’.


Performing cosmetic procedures without robust evidence can unnecessarily expose 
the patients to various risks such as : anaesthesia related allergic reactions, pain, 
pigmentation, scarring, increased sensitivity of skin, bleeding, hematoma and even 
death. In spite of these life-threatening risks, cosmetic dermatology continues to reign 
because of the commercial gain, name and fame that it supposedly offers, as 
opposed to core dermatology. 

Cosmetic dermatology is practiced by skilled dermatologists, where the procedures 
done are scientifically backed and evidence based. They have a comprehensive in-
depth knowledge about the facial anatomy, physiology and the criteria for patient 
selection. Furthermore, the personnel are well versed with the probable complications 
and their management.  
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Incorporation of cosmetology as a part of dermatology residency curriculum is still 
underway and should be minimalised at the earliest. A recently published 
questionnaire-based survey in Turkey among dermatology residents showed that, 
majority of them consider that cosmetology should be a part of their residency. 
Furthermore, more than 50 percent of these dermatology residents aspire to take up 
cosmetic dermatology in their future practice. Also, majority of  the residents believed 
that general dermatology training had a minimal impact on their cosmetic skills. Going 
through the entire residency program with this prejudice may impact the learning of 
core dermatology.  
Moreover,  inclusion of cosmetic dermatology as a part of the regular dermatology 
curriculum, not only puts unnecessary academic pressure on the residents, but also 
takes away the attention from the core dermatology topics, which in themselves are 
extremely vast and form the basic foundation of the subject. Furthermore, the 
academic curriculum should be focussed on the commonly encountered skin 
conditions as well as the serious and life-threatening entities. 

The field of dermatology has undergone a paradigm shift and is now considered as 
one of the most desirable branches and is one of the most preferred subjects for 
post-graduation. Furthermore, pharmaceutical companies are heavily investing in 
this field. The reason for all of this is the incorporation into mainstream dermatology 
and the expansion of cosmetic dermatology. This underlines the significance of 
sensitizing our budding dermatologists to this important branch of dermatology, from 
the right the very incipient stages. This would ensure that the residents are well-
versed with these aesthetic procedures upon completion of their post-graduation and 
may obliviate the need for fellowships in cosmetology. Further, even if some 
residents are wanting to pursue medical dermatology in the future, a knowledge 
about all procedures is essential in order to guide their patients; since medical 
dermatologists would often be the first point of patient contact. Further effective 
management of complications which may arise secondary to any dermatosurgical 
procedure, would be greatly enhanced by a baseline knowledge of the cosmetic 
dermatology procedures.  
Incorporating cosmetic dermatology into the residency curriculum will help a great 
deal in the better utilization of human resources and can save both time and money, 
that would otherwise be spent in doing post residency fellowships. Further residents 
would be adequately exposed to both medical and cosmetic dermatology, giving 
them adequate exposure to be able to decide their future career interests with a 
broad mindset. It is important that residents receive unbiased information and 
teaching on indications, contraindications, techniques of all cosmetic dermatology 
procedures; more so because of lack of any nationally accredited super specialty. 
Further most of the post residency training is industry sponsored. Most of these 
training programs are also very costly in terms of fee and are available at only 
selected institutes or private clinics across the country. Further the duration of 
training is variable everywhere with lack of standardization. Thus these limitations 
may come in the way of an enthusiastic young dermatologist wishing to receive 
training in cosmetic dermatology.  
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We treat the largest organ of the body, the skin, and we have the opportunity to literally 
‘see’ the disease. However, the eyes only see what the mind knows and the budding 
dermatologist is already faced with immense academic pressure during residency and 
addition of cosmetology to the curriculum may compromise learning of the vast plethora 
of cutaneous diseases. A recent cross sectional study in US reports that many residents 
are losing interest in academic dermatology; which could be primarily because of lack of 
guidance and role models to look up to. Rather, cosmetic dermatology training can be 
acquired through fellowships that are offered at various institutes in India and abroad, 
after the foundation of core dermatology has been established.  
A good alternative can be to develop standardized national and state level fellowships 
for those who wish to pursue cosmetic dermatology in future; so that while in residency 
they would not worry about treating the ‘normal worried’ patient but rather focus on 
effectively managing the sick patients and the dermatological emergencies.  

As the focus shifts to this lucrative branch of dermatology, the certified dermatologists 
spend very less time practising core dermatology and the growing need for qualified 
dermatologists, who can diagnose and treat the common skin conditions, is being 
unearthed. In today’s era; when newer diagnostic and treatment modalities and better 
insight into molecular and genetic basis of several diseases has been unearthed; a lack of 
skilled dermatologists; primarily due to a single minded focus on pursuing cosmetic 
dermatology; will adversely affect medical dermatology as a field and prevent it from 
achieving greater heights; in parallel to other medical fields. Further a lack of skilled 
dermatologists leads to increased dependence of the patient population on non-
dermatologists and quacks. 

In a survey amongst 473 dermatology residents, it was concluded that they are being 
trained in cosmetic dermatology through a variety of methods, which needs periodic 
assessment in their curricula in order to ensure their adequate training.5 Seventy five 
percent of the residents reported that they want to incorporate cosmetics into their practice 
in future. My able opponent might suggest that studying cosmetic dermatology might 
decrease the interest of residents in medical dermatology; however according to this 
survey more than 95% residents reported that learning cosmetic dermatology did not lower 
their interest or their preparedness to handle medical dermatology.  
Cosmetic dermatology in addition to classical medical treatment significantly improves the 
quality of life. Apart from this, this is a well-known fact that medical and cosmetic 
dermatology go hand in hand. Certain professionals like actors or theatre artists will almost 
invariably benefit from procedures such as hair transplant. Apart from that, most of the 
dermatoses, surgeries & malignancies often alter the patient’s cosmetic appearance and a 
better cosmetic outcome is the first need of these patients. For instance, a burnt-out case 
of leprosy, in spite of having been treated completely, may be benefitted by fat grafting or 
fillers that would greatly improve his appearance. Similarly, fillers have also been 
successfully used in HIV induced lipoatrophy. A positive impact of anti-ageing and aesthetic 
procedures on the patient’s life quality has also been confirmed by various studies. 
Moreover, nowadays these procedures have significantly improved the quality of life 
amongst transgenders. 
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Lastly, I just want to conclude that India is a growing country with immense talents 
and hard work. And to walk in pace with the rest of the world, it’s the need of time 
that we change our perspective. A positive change in our educational and training 
curriculum by incorporating cosmetic dermatology is undoubtedly going to bring a lot 
of good hope for development of dermatology and should be taken forward without 
much hesitation.  

As dermatology is one of the most competitive residency programs to get into, let’s give 
it the full dedication that it deserves and not compromise the integrity of this beautiful 
subject. In today’s era, massive potential and a fulfilling career lies in clinical 
dermatology as well as in basic and clinical research related to the field.  While in 
residency, the residents must be encouraged to explore and understand the vast realms 
of the glorious subject. 
The cosmetic procedures should only supplement the basic dermatologic treatment not 
replace them!! Let us try to find a balance between these fields and help core 
dermatology gain the importance it deserves. 

1. Verma SB, Draelos ZD. Cosmetic dermatology versus cosmetology: A misnomer in need of urgent correction. Indian J 
Dermatol Venereol Leprol.2008;74:92-3 
2. Dhingra N,  Bonati LM, Wang EB, Chou M , Jagdeo J Medical and aesthetic procedural dermatology recommendations 
for transgender patients undergoing transition. J Am Acad Dermatol.2019;80(6):1712-21 
3. Jhandhalya R. Impact of Botulinum Toxin A on the Quality of Life of Subjects Following Treatment of Facial Lines. J Clin 
Aesthet Dermatol. 2013; 6(9): 41–5. 
4. Rossi AM. Quality-of-Life Improvement with the Use of Semipermanent Fillers for HIV Lipoatrophy. Aesthetic Surgery 
Journal.2014;34:118-32. 
5. Group A, Phillips K, Ashley E. Cosmetic Dermatology Training in Residency: Results of a Survey from the Residents' 
Perspective. Dermatologic surgery. 2012. 38 (12). 
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- The dermatoses must be 
identified, and the 
causative socio- cultural- 
religious practice should be 
discontinued or altered in a 
way so as to avoid 
exposure to the active 
ingredient.  

- When in doubt, patch 
testing of chemicals may 
be performed. 

- Knowledge of these 
dermatoses helps in 
effective patient 
counselling for future 
prevention, in individuals at 
risk. 

KEY POINTS  INTRODUCTION: 

The various cultural norms and practices in India at times result in 
development of secondary dermatoses. It is essential for 
dermatologists to be aware of these, not so commonly discussed and 
cited skin disorders to recognize them and counsel the patients to 
avoid the involved religious or socio- cultural practice.  

An overview of the manifestations of the dermatoses due to Indian 
cultural practices is given below. 

Indian cultural 
practice

Active ingredient /
Mechanism of action

Manifestations of the 
dermatoses

1. Henna 
Natural dye used to 
colour hair and applied 
on hands and feet as 
Mehndi
a) Pure Henna Lawsone (2-hydroxy-1, 

4-naphthoquinone)
Type 1 hypersensitivity reaction, 
though very rare, may manifest in 
the form of allergic contact 
dermatitis, rhinitis, conjunctivitis 
and bronchial asthma.

b) Colorizing 
substance

Para-phenylene 
diamine (PPD)

Allergic contact dermatitis

c) Metals Nickel, Cobalt Sensitization manifesting as 

−Severe generalized vesicular 
erythema multiforme-like 
reaction, 

−Contact angioedema

−Severe bullous contact 
dermatitis

−Persistent leukoderma

−Lichenoid reactions and keloids.

2. Kumkum/Tillak, 
Tika 
Applied on center of 
forehead, hair parting 
or dusted on the front 
of the neck.

Brilliant Lake Red R, 
Sudan I, amino 
azobenzene, 
thimerosal, gallate mix, 
PPD, Kathon CG, 
Benzotriazole, tert-butyl 
hydroquinone, 
parabens, chandan.

−Pigment contact dermatitis

−Allergic contact dermatitis

3. Sindoor 
Applied to hair parting 
by women

Mercury and the black 
paste lead sulphide

−Pigment contact dermatitis

−Allergic contact dermatitis

DERMATOSES DUE TO INDIAN 

CULTURAL PRACTISES 

Dr. Soumya Sachdeva 

PG- 3Y

ABVIMS and Dr. RML 
Hospital
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4. Stick Bindis 
Worn between the eyes

Para-tertiary butyl phenol (PTBP) −Chemical leukoderma 
−Allergic contact dermatitis

5. Alta 
Red coloured dye applied to the 
border of feet.

Azo dyes such as solvent yellow 
3, brilliant crocein and rhodamine 
B and PPD

Chemical leukoderma

6. Holi Dermatoses 
Dry powdered colours applied 
to face or sprinkled on body 
during Holi festival

Hazardous heavy metals like 
lead, cobalt and chemicals like 
asbestos or silica

−Eczematous lesions 
−Exacerbation of pre-existing 
dermatosis  
−Risk of secondary infections

7.Mudichood 
Seen in South India where 
women wash their long hair 
followed by oiling and leave it to 
dry in the sun

Nonspecific follicular reaction to 
oil. A role of sweating and sun 
exposure has also been 
proposed.

Itchy, pigmented lichenoid dermatitis 
on the pinnae, nape of neck, upper 
back and even forearm.

8. Threading 
Method of removing facial 
vellus hair using thread

Threading induces trauma and 
can lead to koebnerization of 
preexisting dermatoses

Transient erythema, edema, irritant 
dermatitis, and pigmentary changes.  
Risk of koebnerization of pre-existing 
dermatoses. 
Infections like folliculitis, verrucae, 
pseudofolliculitis, molluscum 
contagiosum and bullous impetigo can 
arise

9.Drawstring of saree/ salwar 
Results from tightly wearing 
saree or salwar at the waist

Chronic friction, 
Koebnerization

Lichenified grooves, leukoderma 
koebnerization of pre-existing 
dermatoses.  
Increased predisposition to develop 
secondary infections like candida, 
dermatophytes and bacterial 
infections. 
Rarely, squamous cell carcinoma has 
been reported

10. Squatting prayer position 
in Muslims 
Specific prayer position of 
squatting on knees and 
touching forehead to the ground

Repeated pressure and friction 
leading to the formation of 
callosities

Prayer Nodules on forehead, knees, 
ankles and dorsa of feet

11. Turban 
Hair tied in a tight knot over the 
scalp and covered in a cloth

Tight pull of hair on scalp leads 
to trauma to the hair shafts

Tractional alopecia

12. Kangri (Kashmir) 
Kangri basket contains burning 
coal and dried chinar leaves, 
which is held between the 
thighs or over the lower 
abdomen for prolonged periods.

Burning coal and 
dried chinar (Platanus orientalis) 
leaves

Dyspigmentation, erythema ab igne, 
induration and thickening over medial 
aspect of upper third of the thighs.  
Malignancy risk- Squamous cell 
carcinoma
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13. Essential oils  
These are plant-based aroma 
containing oils used for 
massage

Mustard, linseed, gingelly 
oil for massage

Contact Sensitization can 
develop in some individuals

Allergic or irritant contact dermatitis 
Photosensitive reactions  
Pityriasis rosea like eruptions 
secondary to mustard oil

Bergapten oil Bergapten (5 methoxy psoralen) Berloque dermatitis (phototoxic 
reaction)

14. Topical balms 
Used to relieve headache, 
muscle and joint aches

Methyl salicylate, menthol and 
camphor.

Contact dermatitis

PREVENTION AND MANAGEMENT: 

Dermatologists should be aware of religious, social and cultural aspects of dermatoses and an attempt 
should be made to identify the cause. Testing for safety of various chemicals being used or added in the 
products should be regulated and it must be ensured that all constituents are mentioned on its cover. The 
key step to treatment involves identifying and stopping exposure to the active ingredient, in addition to 
treating the manifestation of the dermatoses, such as eczema, contact dermatitis, leukoderma etc. 

Figure 1. Lichenoid lesions over the 
forehead secondary to Kumkum induced 
allergic contact dermatitis (Adapted from 
Annabathula A et al. Indian J Dermatol 
Venereol Leprol. 2018) 

Figure 2. Facial erosive lesions secondary to Holi 
dermatoses (Adapted from Lilly et al. Int J Dermatol. 
April 2012) 
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Figure 3: Lichenified hyperkeratotic nodules 
on the dorsum of  foot secondary to hours of  
kneeling and meditation suggestive of  prayer 
nodules (Ur Rehman H et al. CMAJ 2010) 

References

Figure 4: Leukoderma at the waist secondary 
to chronic tying of  drawstring of  the saree.         
(Gupta D et al. Indian J Dermatol. 2015 ) 
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DERMATOLOGICAL 
VILLAINS

Is the skin a window to your soul? 

Only fifteen feet away, outside the sealed gate,  
the mountainous silhouette of his attacker  

stared through the iron bars. 
He was broad and tall,  

with ghost- pale skin and thinning white hair…… 

Needless to say, the attacker’s description paints 
a villainous picture in the reader ’s mind. 
Dermatological depiction of good and evil is quite 
prevalent. A clear skin, signify the ‘good’ 
characters while heavy scars, warts, moles, dark 
circles, alopecia and white hair are illustrative of 
the ‘evil’ characters. 
Often, a hero ‘seems’ to acquire one or more skin 
conditions when he transforms into a villain. 
Since ancient times, physical beauty has been 
thought to reflect moral decency, and filmmakers 
often use skin abnormalities as a shortcut to 
represent the evil motivations of a character. 

Many of these conditions have no logical connection to evil other than the fact that they are 
a deviation from the normal. Similarly, all of us can recall cartoon characters who are 
ridiculed because of the braces on their teeth, seemingly odd-looking hair, a crooked nose, 
acne or freckling. Although these representations are purely fictional and have nothing to do 
with reality, the messages delivered as such may have significant bearing on the people 

Dr Bhavishya Shetty 
PG-2Y,MAMC

suffering from such condition, who may be subjected to discrimination.  
This calls for an imperative revolution, a change, a responsible portrayal 
of these characters and same platform should rather be utilized to 
project the beauty in imperfections… 
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Famous actress Marilyn Monroe 
flaunted her facial nevus, which had a 
lasting impact on the audience, and 
they considered this black dot on her 
face a “beauty mark”. This inspired 
many others, with natural moles, to 
accept this feature and take pride in 
sharing this attribute with the timeless 
beauty. 

I am sorry, but I must 
not tell lies!

But do we always love 
the pretty face? 

So, it is clear that we cannot relate the skin manifestations with the righteousness of the 
person.  
What started off in an era of silent movies where the immorality of a character could not be 
conveyed through spoken word, continues to stigmatize and stereotype certain skin 
attributes and conditions. 
It is of paramount importance to educate the public against the wrongful interpretation of 
these dermatological depictions in the ‘reel’ world and application of this in the ‘real’ world.  

Art by- Dr Aneet Kaur, PG-2Y, MAMC

Besides,  
At the end of the movie- 
“Beauty and the beast” didn’t 
we all fall in love with the 
‘beast’? 
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One sign 
                       Many diseases
While examining a patient clinically, it is of utmost importance to look for the clinical finding that 
characterizes a disease. These signs can appear de novo or may need to be elicited by the 
physician. In this article, we have covered the clinical signs which may be found in multiple 
diseases

Pin point bleeding points on 
scraping the scales in psoriasis

(Deep dermal tenderness on pressing the lesions of 
syphilis with a pinhead)

                                          Auspitz sign 

It is a celebrated sign of dermatology named after Heinrich Auspitz, described 
in psoriasis, where there is pinpoint bleeding on removal of scales from the 
lesions of psoriasis. The test by which Auspitz sign is elicited is called as 
Grattage test. 
Other dermatoses where Auspitz sign can be positive is Darier's disease and 
actinic keratosis. 

         Buschke-Ollendorff sign            

This is a sign to be elicited in case of secondary 
syphilis and cutaneous vasculitis, where there is 
deep dermal tenderness on pressing the lesion (e.g., 
papular lesions of syphilis) with a pinhead. 

                 Buttonhole sign 
 
In type 1 neurofibromatosis (Von-
Recklinghausen's disease), neurofibromas 
can be invaginated with the tip of index 
finger back into the subcutis and again 
reappear after release of pressure.  
Other condition where one can find positive 
buttonhole sign are anetoderma and 
dermatofibroma. 

Yuvaderma Issue 02 Dec 2020
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The reddening of the hair is associated with periods of 
protein–energy malnutrition. Note the reddening at the tips of the hair.

DLE : Adherent scale with similitude to signs carpet 
tack, cat tongue, and tin tacks. 

               Carpet tack sign (Tin tack sign, Cat       
tongue sign) 
 
When the adherent scale is removed from the lesions 
of discoid lupus erythematosus, the undersurface of 
the scale shows horny plugs that have occupied 
patulous hair follicles.  
This sign is also seen in seborrheic dermatitis and 
pemphigus foliaceous. 

Darier's sign 
Darier’s sign: A wheal is seen on stroking the lesion) 

 
 
Rubbing a lesion of mastocytoma causes urtication, 
flare, swelling and sometimes blister formation due to 
release of histamine. In contrast, pseudo-Darer's sign is 
seen in smooth muscle hamartoma where there is 
increase in induration and piloerection after firm 
stroking.   
Other conditions where one could find positive Darier's 
sign are leukemia cutis, juvenile xanthogranuloma, and 
Langerhans cell histiocytosis. 

Flag sign 
 
(i) The presence of sharply demarcated alternating bands 
of normally pigmented and hypopigmented zone of hair 
indicating episodes of normal nutrition and intermittent 
malnutrition respectively, seen in kwashiorkor- or 
marasmus-type malnutrition.  
 
(ii) It is a histopathological sign described in actinic 
keratosis, in which the basal layer is more basophilic 
than normal owing to crowding of atypical keratinocytes. 
Hyperkeratosis and parakerotosis are present, the latter 
overlying the abnormal cells in the epidermis. Owing to 
sparing of the epithelium of acrosyringia and acrotrichia, 
orthokeratosis appears at the ostea of these structures, 
giving rise to a characteristic pattern of alternating ortho- 
and parakeratosis, often referred to as the "flag" sign. 
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Lymphogranuloma venereum inguinal syndrome 
showing the ‘sign of the groove’. 

Groove sign 
 
It is classically described in eosinophilic fasciitis 
(Shulman's syndrome) where there is linear groove or 
indentation along the superficial veins of the medial 
aspect of the upper extremity.  
 
Another Groove sign has been described in relation to 
chlamydial infection, i.e., lymphogranuloma venereum 
(LGV) called as Groove sign of Greenblatt and is 
considered pathognomonic for LGV. Enlargement of both 
inguinal and femoral group of lymph nodes separated by 
Poupart's ligament produces a groove known as the 
"Groove sign of Greenblatt."  

Hertoghe's sign (Queen Anne's sign) 

 
It is defined as loss of lateral one third of eye-brows (superciliary 
madarosis). It is seen in leprosy, myxedema, follicular mucinosis, 
atopic dermatitis, trichotillomania, ectodermal dysplasia, discoid lupus 
erythematosus, alopecia areata, syphilis, ulerythema ophryogenes, 
systemic sclerosis, HIV infection, and hypothyroidism. 

                        Forscheimer's sign 
 
Seen in 20% of rubella patients, where there is an enanthem of dull-
red macules or petechiae confined to the soft palate during the 
prodromal period or on the first day of the rash.  
Can also be seen in infectious mononucleosis. 
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Micro‐Hutchinson’s sign: presence of subtle true 
pigmentation of the supramatrical skin almost invisible 
to the naked eye in a Clark’s level II acral lentiginous nail 
matrix melanoma 

Hutchinson’s sign in Herpes Zoster 

1. Rook’s Textbook of Dermatology, 9th ed. (2016) 
2. Dermatology, Bolognia J.L., 4th ed. (2018) 
3. Clinical correlation with diagnostic implications in dermatology(2018) 
4. Baran and Dawber’s , Diseases of the nail and their management (2019) 
5. Inamadar A.C. Perforation of paper with pen:Simple technique to explain the carpet tack sign in discoid lupus erythematosus. 
JAAD. 2019; 81: 159-160. 
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 Hutchinson's sign  
(named after Sir Jonathon Hutchinson) 

 
 
i) Melanonychia with pigmentation of proximal nail fold seen in subungual melanoma.  
 
(ii) Also used to denote the presence of papulo-vesicular lesions on the tip of the nose; indicating 
involvement of cornea; as both the sites are supplied by nasociliary nerve, a branch of trigeminal nerve. 
Classically described in Herpes Zoster. 
 
(iii) Micro-Hutchinson's sign: pigmentation of the periungual tissues that could not be seen with the 
naked eye and can be visualized by dermoscopy, highly characteristic dermoscopic feature of early nail 
apparatus melanoma. 
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RESIDENT CONNECT COMMITTEE
                                                                                              DELHI
                                                             

Th e R e s i d e n t C o n n e c t   
Committee is an initiative to bring 

together the creative and 
vibrant young dermatology 
residents on a platform that 
helps them showcase their 
thoughts, ideas and talents. 
2020 was a year that started 

with chaos, turmoil and brought life as we know 
it to a halt. In the midst of this turbulence, the 
Res iden t Connec t Commi t t ee - De lh i , 
spearheaded by our dynamic chairperson Dr. 
Gulhima Arora and with the sincere efforts as 
well as the novel ideas of our team members, 
organized several activities over the past year.

We also conducted a poster making competition, with the theme” Celebrate the beauty within” We received several wonderful 
entries showcasing the talent, ideas and creativity of our young dermatology residents. Dr. Ananya Sharma (AIIMS),                  

Dr. Monalisa (MAMC) and Dr. Ruchika Singh (VMMC) were declared the winners by our esteemed panel of judges.

JUNE O n 
t h e 

occasion of the ‘World 
Vitiligo Day’ on 25th 
J u n e , R C C D e l h i 
p r e p a r e d a s o c i a l 
awareness video about 
vitiligo. The residents 
decoded the common 
m y t h s a n d t r u t h s 
regarding vitiligo, in an attempt to destigmatize this condition.

World Vitiligo Day – The RCC Delhi prepared a social 
awareness video to spread awareness and burst the myths 
surrounding vitiligo.

Ist Prize- Dr. Ananya Sharma (AIIMS) 2nd Prize – Dr. Monalisa (MAMC) 2nd Prize- Dr. Ruchika Singh (VMMC)

World Vitiligo Day Poster Making Competition – The Winning Entries  

YUVADERMA ISSUE 02 2020 

  An appraisal of our activities in 2020 

Dr Anuva Bansal 
SR, MAMC 

Convenor, RCC Delhi
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JULY Next, we released the first 
issue of the Yuvaderma-Delhi 

Newsletter on 25th July during the proceedings of 
the 1st E-clinical monthly meet. The issue covered 
a vast array of topics, beginning with a section on 
hair disorders, an update on the newer 
therapeutics, a picture quiz, a crossword puzzle, 
and a section dedicated to COVID-19 and 
dermatology. This issue held special significance, 
as the residents worked relentlessly to orchestrate 
the coming together of these pages, in spite of 
serving as frontline warriors during this pandemic. 

Th i s w a s 
followed by 
a p a n e l 

discussion with 
o u r t e a m 
members on the 
t o p i c 
‘ D e r m a t o l o g y 
Residency during 
the COVID-19 
p a n d e m i c ’ 
moderated by Dr. 
Mahima Agrawal, 
SR, LHMC. The 
panelists included the following members of the RCC -Dr. Ananya 
Sharma, Dr. Pankhuri Dudani, Dr. Monalisa Gupta, Dr. Meghna 
Gupta, Dr. Sonia Agarwal and Dr. Molisha Bhandari. The residents 
discussed the impact of this pandemic on their residency, their 
experiences as frontline warriors - dealing with the disease, the 
thesis and the exams.

SEPTEMBERWe organized a poem and limerick writing activity pertaining to dermatology. 
Our bright residents wrote about matters close to their heart- the story of a 

dermatology resident and the dedication and devotion that this branch entails. They composed poems on the skin’s myriad 
needs and expressed their concerns regarding topical steroid misuse. 

They also penned down interesting slogans on social stigma associated with dermatological diseases and shared their 
thoughts on urticaria, fungal infections, dermatopathology and all that dermatology has to offer.

We also conducted a panel discussion with the members of the RCC-
Delhi on the topic ‘Talking Topicals in Dermatology’ during the 
proceedings of the 3rd E-clinical monthly meet organized by 
IADVL-DSB. Dr. Meghna Gupta from MAMC moderated the 
session and the panelists included Dr. Soumya Sachdeva, Dr. Ananya 
Sharma, Dr. Pankhuri Dudani, Dr. Molisha Bhandari, Dr, Sonia 
Agarwal and Dr Sushobhan Saha. The residents discussed the 
forgotten topical agents and brought out their significance in the 
present scenario.

Panel discussion: 
‘Talking Topicals in 

Dermatology’
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 OCTOBER A f t e r t h i s 
literary fest, 

we geared up for our next activity- psoriasis day 
on 29th October 2020. The theme of ‘World 
Psoriasis Day 2020’ was ‘Be informed’ and keeping 
this in mind we prepared patient awareness 
pamphlets as well as social awareness videos. The 
pamphlets and the videos were an attempt to create 
awareness and address the common concerns and 
queries regarding psoriasis. The videos and 
pamphlets were released during the 4th E-clinical 
monthly meet held on 24th October 2020.

Dr Sonia Agarwal 
from UCMS presented 
a short talk on the 
‘Management of Nail 
Psoriasis’ with a focus 
on the treatment issues 
t h a t c o m m o n l y 
concern residents. 
This was followed by a 
panel discussion on 
‘Psoriasis and its 
C l i n i c a l M i m i c s ’ 

moderated by Dr. Soumya Sachdeva and the panelists included Dr. Molisha Bhandari, Dr. Rhea Ahuja, Dr. Sonia Agarwal, 
Dr Aneet Kaur and Dr Sushobhan Saha. They talked about the various dermatological conditions that need to be 
differentiated from psoriasis and highlighted the clinical pointers that would help the residents in efficiently doing this.

Psoriasis Day – Patient Awareness Pamphlet: Dr. Aneet Kaur (MAMC)

Psoriasis Day – Patient Awareness Pamphlet: Dr. Monalisa and Dr. Meghna (MAMC)

Social Awareness Video- Psoriasis Day Dr. Sonia Agarwal (UCMS) discussing the management of 
nail psoriasis.

As we recollect our 
past activities, we 

hope to pave the way into a 
vibrant future, and continue 
our efforts to provide a 
platform to our budding 
young dermatologists for 
expressing their ingenious 
ideas and creative flair, on the 
academic front and beyond…

The panel 
discussion: 
‘Psoriasis and its 
Clinical Mimics’
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The World through 
my Rose Tinted 
Glasses



 

Mending scars to the hair implants
Embellishing the world, with novel drugs and ingenious slants 

Sherlock Holmes of the medical world 
Derma OPDs are the reference centre when others get puzzled

We distinguish between 50 shades of red and brown 
From Angina bullosa hemorrhagica to Forchheimer sign

Umpteen books to cram, stacks of periodicals 
Quotidian case conferences to incessant Journal clubs makes sometime niggle

 
Botox and fillers is the higher gear

Its mandatory to know how to make a slit and Tzanck smear

A tranquil day job of 9-4 is a privilege
Managing a Stevens Johnson syndrome case is not a child’s play,                           

it’s a difficult challenge
 

From ARDS to high output cardiac failure 
It takes blood sweat and tears to get patient out of danger 

 The most loaded OPD with least workforce 
Counselling for vitiligo and leprosy is sine qua non to prevent divorce 

 
Dermatology is a branch with both benefits and burdens

Gratification obtained from curing erythroderma and pemphigus is the real fruit of it’s 
Devotion and Dedication …….

      

Dr Meghna Gupta 
Dermatology Resident 
MAMC

Dermatology  
 Devotion and Dedication

Issue 02 Dec 2020
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‘क्या हुआ, सब ठीक? 
सुना मैंने, ख़बर आई  

ख़बर में आना, नया तो नहीं 
ख़बर बनना, नया था 

मैं डरती नहीं थी  
डरी थी  

कुछ अकेले खड़ी थी  
सोचने का वक़्त ना था  

वही बात सबसे कह रही थी  

ठीक हँू, सब ठीक ह ै
अभी मेर ेपास, सब ह ै 
िकसी ने पूछा, मेर ेिलए  
िकसी ने पूछा, अपने िलए  
ज़्यादातर मगर, ख़बर थी मैं  

अर ेतुमने सुना? के आगे की तस्वीर थी मैं  

बातों पर क़ाबू तो  
कभी, िकसी का नहीं था  
ख़ुद पर हो रही चचार्  
का मूक िवचार थी मैं  
उस िदन, उस हफ़्ते की 

गरम, ताज़ा अख़बार थी मैं।

COVID क"  खबर 

 Dr Pankuri Dudani 
 PG- 3Y, AIIMS 
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“STORY OF A 
DERMATOLOGY 

RESIDENT” 

Issue 02 Dec 2020

Dr Monalisa 
Dermatology Resident 
MAMC

This started from an awkward incident
When I accidentally secured a good rank in a competitive event
As part of my introduction
“Hello there! I am a Derma resident”

Initially thought, it would be the coolest branch
So, I also gave it my best chance
But, when finally got into as a first-year PG student
I was the “Bakra” aka the new “Derma resident”

Although the challenges were never-ending
Be it the acantholytic cells or the skin with a variety of paintings
My differential diagnosis would never end
“Hello there! I am a Derma resident”

But, whenever I looked at my fellow medicine PGs
I found my life much much easy
So I again started singing & went
“Hello there! I am a Derma resident”

Then came over my Thesis work
This was the time when I said to God “This is enough”
But eventually in the ocean of Google scholar & Pubmed
I finally got to the finishing end
“And now I am the Final year Derma resident”

Then came the time for the real battlefield
Where amongst the spotters, cases & seminars, I was badly grilled
Rooks & Bolognia were always beside
But the questions were very tough to get right
Despite, the main questions that I kept on revising again
That when I am gonna pass as a Derma resident

Finally, the day did come after exams
When I finally crossed my way, with loads of traffic jams
Although I was standing amid the COVID pandemic 
It was the happiness, that I was about to pick
Yes, I did pass my M.D. exams with a satisfactory scent
Well “Hello there! I am a Derma resident”
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When the breeze flows through my hair,
I smile whole heartedly
a feeling so rare.
I lay my heart open,
I lay my heart bare,
the small drops of rain
hit my face,
and in the sands, we race
with no care for the world
the ripples of the ocean
they sing a tune,
calling us to be here forever
the silence after the ripple,
is the most soothing silence ever
I lay there with no care for the world
I hope this day never ends
my heart sings a merry tune
looking at the sky,
when the sun sets.
The colours of orange and yellow
can drown us in their shades.
The colours of the rainbow;
are the colours which never fade.
They leave an imprint on the heart,
an imprint so rare.
The breeze, the ocean, the sun, the sand
I wish just to be here,
when the sun rises in the morning
with the warm rosy glow,
the fresh breeze on its own flows;
it stomps through my hair.
The sun and the breeze; a rare combination

Once again,
The enigmatic waves call and whisper,
I take my soggy feet into the ocean;
As the water beckons me to come;
I long to discover the secrets of the sea
Its whirpools, currents and waves
Arouse a feeling of contentment in me!
Like the ocean, I aspire to be,
Loving, calm and carefree.

The Wondrous             
Ocean 

Dr. Soumya Sachdeva  
PG 3rd year,  
ABVIMS and Dr. RML 
Hospital,  
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Painting by: Dr Bhavishya Shetty, PG- 2Y MAMC
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Numbers are updated  
In red, to reinforce  
The idea 
it’s deadly. Hoarse 
They cry, the news reporters  
It’s the new And Only 
thing that matters, 
It’s content, in capitals  
Filling the collective appetite,  
of Those hungry, and those fed 
Those who’ve read 
Enough to know 
There is a next episode of this show 
In this whirlwind 
Of information  
Everyone comes to see 
And show 
And talk 
And speak 
And shout 
And cry 
And whine 
And nod along pretending  
to listen 
A massive screaming match- of written 
words 
Of time, unparalleled in its mass 
The thick, black, mass of time  
Unclaimed by work, people or life 
Suddenly 
We lost  
Occupations  
Hobbies, long dead, did not respond 
To half hearted attempts 
Of CPR, it was only too easy 
To let ourselves float 
Slowly, steadily, mindlessly  
To our screens  
The dopamine rush, enough to continue 
Scrolling  
Through the maze 
Of clickbaits  
Adverts 
Fake news of nature 
Reclaiming it’s place 
Leaving us satisfied 
Our toil had something to show 

Heated debates  
On social media 
About merits and demerits  
Of dalgona coffee 
While those making it grow 
From the heart of land 
Watched 
Crops destroyed 
Supplies lost 
Empty plates,  
Which they took 
To beat to the tune 
Of their God  
They poured the last  
Bit of oil, in the house 
Into a lamp 
Burning it 
There was nothing to switch off 
Their lives  
Momentarily  
filled with light  
And they slept 
Empty stomachs 
Empty eyes 
While we debated 
On which new dish 
To cook tonight. 

Dr Pankuri Dudani 
PG- 3Y, AIIMS 

The Lockdown
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Behind the horizon is a sun still shining…………… 
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Sketch by: Dr Ananya Sharma, PG-3Y, AIIMS

Ponder on a Life

wrinkles the soul….

Nobody  grows old merely by living a number

of years. We grow old by deserting  our ideals

- Samuel Ullman

Years may wrinkle the skin, but to give up enthusiasm 


