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Dear Editor,
This is in response to correspondence with reference to 
my article published recently titled, “Superficial large 
basal cell carcinoma over face, reconstructed by V-Y 
plasty”.[1] I thank you very much for going through my 
article and raising concern about some of the points you 
respectfully disagreed.

Indeed, Mohs micrographic surgery is the first mode 
of treatment and gold standard for large infiltrative 
tumours. However facilities and trained personnel for 
Mohs micrographic surgery are not routinely available, 
even in large centres. I totally agree with your point that 
histological cure, which was not mentioned is important. 

Thank you very much for your valuable time and 
comments.

Palak Deshmukh
Department of Dermatology, Dr. D.Y. Patil Medical College  

and Hospital, Pimpri, Pune, Maharashtra, India 
E-mail: drpalaks@yahoo.com
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Author’s reply

Dear Editor,
We read with interest the article by Pandey et al.,[1] on 
the use of propranolol in patients of haemangioma. It 
is indeed a common problem of much concern to the 
parents of the affected child. Since its first use in 2008,[2] 
the use of propranolol has increased by leaps and 
bounds, mostly claiming good response.

The peculiarity of this particular study appears to be 
its use in non-involuting congenital haemangioma 
(NICH), which had not been mentioned previously. 
We believe that the response to propranolol of NICH 
should have been studied separately. Almost all studies 
have evaluated the role of propranolol for infantile 
haemangioma (IH). NICH has not been found to be 

Re: Propranolol for infantile haemangiomas: Early experience from a 
tertiary center

responsive to propranolol.[3] Thus, this study appears 
to be having a basic flaw in its design. 

The response to the treatment does not clearly state 
whether the non-responders were of NICH or IH. Besides 
this, there has been no classification of haemangiomas 
into superficial, deep and mixed type. Mostly, it is the 
superficial type, which responds to treatment.[4] Whether 
propranolol produces same results in all types is not 
clear. Though there is some description that superficial 
lesions responded better than the other haemangiomas, 
it has not been supported by statistical analysis. What 
we have noticed is that propranolol is better suited for 
superficial type rather than other haemangiomas.
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Although the authors have carefully looked for the possible 
complications of propranolol by clinical and biochemical 
evaluation, there has been no mention of serum potassium 
levels, which have been reported to be deranged in case 
of propranolol use in form of hyperkalaemia.[5]

The response in ulcerated haemangioma is also not 
very clear. Was propranolol the only treatment used 
or was it a combination? This needs some elaboration 
in this study. 

We believe that the conclusions, as stated by the authors, 
do not match, especially for NICH. There has been a 
confusion as the title indicates use of propranolol for IH 
whereas the study includes NICH as well.

It would be great if the authors share their views about 
our concerns.

Anand Pandey, Shailendra P Singh,  
Rajesh Verma, Vipin Gupta

Department of Surgery, Uttar Pradesh Rural Institute of Medical 
Sciences and Research, Saifai, Etawah, Uttar Pradesh, India 

E-mail: dranand27@rediffmail.com
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Dear Editor,
We are thankful for the esteemed attention to our work. 
Herein, we have responded to the queries:

The down regulation of angiogenic growth factors like 
vascular endothelial growth factor (VEGF-A) by beta 
blockers has been proposed as the main mechanism of 
action in infantile haemangioma.[1] Picard et al., have 
shown that VEGF expression is uniformly increased in 
congenital haemangiomas (both involuting and non-
involuting) compared to proliferating or involuting 
phase infantile haemangioma.[2] This prompted us for 
the use of propranolol in non-involuting congenital 
haemangioma (NICH). We observed response to NICH 
in our series, but we agree that larger prospective 
studies are required to further evaluate the efficacy of 
propranolol in NICH. 

We have mentioned that superficial and progressive lesions 
responded faster compared to the lesions with large deeper 
component and in non-proliferative phase. All 3 patients 
(100%) who were non-responders and 8 (53.3%) patients 
with partial response had bulky deeper component. 

We have cautiously used propranolol in children 

considering its potential life-threatening adverse effects. 
As part of ongoing study in our department, we have 
used propranolol in 84 children so far. We have not 
observed serious adverse effects in any child. Three 
children with adverse effects mentioned in the paper 
and 4 more children (ongoing study) who had adverse 
effects were thoroughly evaluated. Hyperkalaemia 
was not documented in any one of them. Though we 
agree that hyperkalaemia is one of the potential severe 
adverse effects, one should be very vigilant in this 
regard.

Propranolol is a valuable therapeutic alternative for 
treatment of ulcerated haemangioma. We have used 
antibiotics according to sensitivity in cases with proven 
infection on the basis of positive culture from the wound. 
The remaining cases were solely managed with propranolol. 

Finally, we had proposed the title of article as, 
“Propranolol for Infantile and Non-Involuted Congenital 
Haemangiomas: Early Experience from a Tertiary 
Centre”. This was modified according to the Journal’s 
requirement by the Editorial board.

Author’s reply
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