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in middle to late adult life.[2] Histologically, intramuscular 
lipoma can be either circumscribed, which shows the 
presence of a fibrous capsule, or infiltrative, which 
are associated with muscle atrophy and degenerative 
changes.[2] In 1943, Uriburu first reported the occurrence 
of lipoma in areas other than subcutis.[3] In 1989, Salasche 
coined the term ‘frontalis-associated lipoma’.[4] Frontalis-
associated lipoma may arise in one of the following 
locations which could be within the frontalis muscle 
itself, between the frontalis muscle and the deep fascia, 
in the loose areolar tissue between the deep fascia of the 
frontalis muscle and the periosteum called as ‘subgaleal 
lipomas’[5] and beneath the periosteum.[4]

To ensure proper care to the patient, it is very important 
to have the knowledge of different subcutaneous nodules 
of the forehead like liposarcoma, epidermoid cyst, 

Figure 3: Post surgical scar on the forehead

sebaceous cyst, tumours such as osteoma, desmoids, 
and other fibrous tumour along with frontalis-associated 
lipoma in a subcutaneous forehead swelling which can 
have a similar appearance.[5] 

As intramuscular lipomas have a significant tendency to 
recur and can be confused with other forehead swellings, 
it is important to recognise and distinguish them for a 
successful surgical excision. 
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Dear Editor,
Pyoderma gangrenosum (PG) is a rare inflammatory 
disease of unknown aetiology characterised by 
neutrophilic infiltration of the dermis and destruction 
of the related tissue.[1] The precise aetiopathogenesis of 
PG is not well understood. However, immunological 
factors can be considered relevant in this respect.[2] There 
is no effective therapy for PG. The curative strategy 
is influenced by the number, size and depth of the 
wounds, the rate of extension and appearance of new 
wounds, the medical condition of the patient, the related 
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diseases, and patient tolerance of prolonged therapy. 
The therapeutic aim is to decrease the inflammation in 
order to promote healing and decrease the pain and to 
control the associated under-lying disorders with the 
minimum adverse side effects.[3] A 73-year-old female 
patient [Figure  1] was referred to the dermatology 
department at Isfahan University of Medical Sciences, 
Isfahan, Iran, with 5-day old symptoms of severe sepsis 
and ulcers on the lower abdomen, and upper thigh that 
extended to the genitalia and perineum. The patient had 
first noted papules and vesicles on the lower abdominal 

Nitin
Rectangle



Correspondence

Journal of Cutaneous and Aesthetic Surgery - Oct-Dec 2014, Volume 7, Issue 4 239

Figure 1: Pyoderma gangrenosum. Before treatment: Clinical 
appearance of the lower abdomen (ulceronecrotic variant)

Figure 2: Pyoderma gangrenosum. After surgical debridement 
on lower abdomen

Figure 3: Pyoderma gangrenosum. After treatment: Healing 
lesion after surgical treatment and 1 month of prednisone 
therapy

improvement forming a large ulcer. The ulcer then 
extended inferiorly to the external genitalia and groin. 
She was admitted with the impression of necrotising 
fasciitis. Despite treatment with broad spectrum systemic 
antibiotics, the lesions enlarged and gradually extended 
to the subcutis. On clinical examination one ulcer was 
seen on the lower abdomen. The surrounding area of 
the ulcer was red and inflamed. The ulcer was tender 
on palpation [Figure 1]. There were similar ulcers on her 
genitalia and upper thigh. Her past medical history was 
unremarkable except for arterial hypertension, controlled 
with treatment with captopril. HBs Ag, anti-hepatitis C 
virus antibody and ELISA tests for HIV were negative. 
No evidence of malignancy status was revealed. Based 
on these clinical findings, histology, and microbiology, 
a diagnosis of PG was made. Treatment included 
a high dose of prednisone 60 mg/day (0.9 mg/kg) 
with tapering to 25 mg/day after 2 months, and local 
treatment with topical clobetasol propionate and 
cromolyn sodium. To achieve a clean wound, the patient 
was referred to a surgeon and underwent one session of 
debridement treatment, and then the ulcers were sutured 
[Figures 2 and 3].

No specific therapy is effective for patients with PG. 
Topical therapies contain gentle local wound care, 
topical corticosteroids, cromolyn sodium 2% solution, 
nitrogen mustard and 5-aminosalicylic acid. The 
topical immune modifiers such as tacrolimus and 
pimecrolimus may have some advantage in some 
cases. Systemic therapies contain corticosteroids, 
cyclosporine, mycophenolate mofetil, azathioprine, 
dapsone, tacrolimus, cyclophosphamide, chlorambucil, 
thalidomide, tumour necrosis factor-alpha inhibitors 
and nicotine. Intravenous therapies include pulsed 
methylprednisolone, pulsed cyclophosphamide and 
infliximab.[4,5] Surgical treatment can be considered in 
some cases but aggressive surgical debridement or skin 
grafting is discouraged because of the risk of a pathergic 
response.[5,6] Reported cases of surgical debridement 
and split skin grafts for PG lesions generally have poor 
outcomes. Perhaps these poor outcomes result from 
the pathergy phenomenon, a key feature in the disease 
process in which any traumatised skin (debridement 
sites or skin graft donor sites) develops additional 
necrosis and ulceration.[7,8] But our patient responded 
well to surgery without showing further progression 
of the disease; this may be due to the positive pathergy 
test which is positive in about 25% of all patients 
(others do not manifest the pathegy phenomenon).[9] 
According to literature, surgical therapy should be 
given in conjunction with systemic therapy. Removing 
necrotic tissue in certain cases may be helpful to prevent 
bacterial infections. In addition, skin grafting of wounds 
might decrease morbidity, the duration of wound care, 
and the period of the hospitalisation.[4] In conclusions, 

wall a month before. These vesicles then ruptured and 
gradually developed erythematous wounds with no 
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although surgical intervention is not recommended 
as standard practice because pathergy in the lesion 
is positive in 25% of the patients, surgical treatment 
combined with systemic treatment can be considered 
in some cases.

Zabihollah Shahmoradi, Fatemeh Mokhtari, 
Mohsen Pourazizi1, Bahareh Abtahi-Naeini, 

Ali Saffaei2

Departments of Dermatology, Skin Diseases and Leishmaniasis 
Research Center, Isfahan University of Medical Sciences, Isfahan, 
1Semnan University of Medical Sciences, Semnan, 2Department of 

Clinical Pharmacy and Pharmacy Practice, School of Pharmacy, 
Isfahan University of Medical Sciences, Isfahan, Iran 

E-mail: bahareh.abtahi@yahoo.com

REFERENCES

1.	 Faghihi G, Abtahi-Naeini B, Nikyar Z, Jamshidi K, Bahrami A. 
Postoperative pyoderma gangrenosum: A rare complication after 
appendectomy. J Postgrad Med 2015;61:42-3.

2.	 Bhat RM, Nandakishore B, Sequeira FF, Sukumar D, Kamath GH, Martis J, 
et al. Pyoderma gangrenosum: An Indian perspective. Clin Exp Dermatol 
2011;36:242-7.

3.	 Chow RK, Ho VC. Treatment of pyoderma gangrenosum. J Am Acad 
Dermatol 1996;34:1047-60.

4.	 Reichrath J, Bens G, Bonowitz A, Tilgen W. Treatment recommendations 
for pyoderma gangrenosum: An evidence-based review of the literature 
based on more than 350 patients. J Am Acad Dermatol 2005;53:273-83.

5.	 Miller J, Yentzer BA, Clark A, Jorizzo JL, Feldman SR. Pyoderma 
gangrenosum: A review and update on new therapies. J Am Acad 
Dermatol 2010;62:646-54.

6.	 Bhat RM. Management of pyoderma gangrenosum — an update. Indian 
J Dermatol Venereol Leprol 2004;70:329-35.

7.	 Kaddoura IL, Amm C. A rationale for adjuvant surgical intervention in 
pyoderma gangrenosum. Ann Plast Surg 2001;46:23-8.

8.	 Long CC, Jessop J, Young M, Holt PJ. Minimizing the risk of post-
operative pyoderma gangrenosum. Br J Dermatol 1992;127:45-8.

9.	 Powell FC, Schroeter AL, Su WP, Perry HO. Pyoderma gangrenosum: A 
review of 86 patients. Q J Med 1985;55:173-86.

Access this article online

Quick Response Code:
Website:  
www.jcasonline.com

DOI:  
10.4103/0974-2077.150791

Dear Editor,
We appreciate the interest shown by the authors in our 
study[1] and also acknowledge the concern raised by the 
authors. The risk of allergic contact dermatitis to acrylates 
present in gel nails is a genuine concern that has previously 
been reported in the literature and included in our study as 
well.[1-3] Freeman et al. reported four cases with contact allergy 
to acrylates in sculptured acrylic nails with varied reactions, 
including nail fold, fingertip and hand dermatitis, face and 
neck dermatitis, dystrophic nail changes and paraesthesiae.[4] 
Similarly, acrylate allergy has also been reported by Sidhu et 
al., who presented two cases with allergic contact dermatitis 
to acrylates from disposable blue diathermy pads used after 
routine surgery.[5] To minimize any such chances, we had 
elicited a clear history of previous allergy or dermatitis to any 
of these products from our patients.[1] In our limited study 
of 25 patients, we did not encounter any adverse reactions 
or acrylate sensitivity; the potential however exists if studies 
are carried out in larger populations.

We had earlier outlined, and now repeat, that a history 
of any allergic reactions to nail cosmetics/artificial nails 
in the past should be elicited, which we did for all our 

Utility of Gel Nails in Improving the Appearance of Cosmetically 
Disfigured Nails: Experience with 25 Cases

patients. We had also mentioned that the cuticle should be 
minimally manipulated (unlike routine salon procedures) 
and the gel should not be applied on the cuticle or 
surrounding skin so as to decrease the chances, if any,of 
allergy to the gel. We have used a single coat of gel nail 
carefully avoiding any contact with the cuticle or the 
surrounding skin. Also, we used the primer by the drop 
method (i.e., putting a single drop on the centre of the nail) 
to avoid any contact with the cuticle/surrounding skin. 
These measures are outlined in Table 2 of our article.[1]

Vazquez-Osorio et al. have also described an airborne 
reaction in a manicurist, secondary to nail sanding dust.[2] 
To minimize this risk, we had described minimal buffing 
of the nail plate as well as carrying out the procedure 
of application and removal in a well-ventilated room.[1]

Additionally, we pointed out that the primer or the 
acetone solution used for removal of these nails could 
also elicit adverse reactions. In our publication, we have 
tried to highlight precautionary measures to minimize 
the risk of sensitization or adverse reactions. For 
removing these nails instead of using the conventional 
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