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which are exposed to sunlight. The lesions are usually 
bilaterally symmetrical with few exceptions of unilateral 
elastosis.[3] It is also strongly associated with heavy 
cigarette smoking and rarely with radiation therapy.[4]

The comedones differ from those seen in acne by the 
absence of inflammation. Differential diagnosis includes 
acne vulgaris, epidermoid cysts, sebaceous hyperplasia 
and colloid milium. Protection from sunlight by using 
sunscreens with SPF 30 and avoiding outdoors between 
10 am to 2 pm is advised. Cessation of smoking is strongly 
advised.[5] Treatment options available for this condition 
include medication such as topical retinoids and surgery 
such as excision, curettage, dermabrasion,[4] comedone 
extraction and carbon dioxide laser ablation. Simple 
extraction of the lesions is followed by recurrences. 
Hence, all patients must be followed up at regular 
intervals to look out for recurrences.

Our case is unusual because it describes Favre Racouchot 
syndrome to be associated with giant comedones causing 
mechanical ptosis.
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Dear Editor,
Deshmukh et al. published a case of ‘Superficial large 
basal cell carcinoma over face, reconstructed by V-Y 
plasty’.[1] Whilst I congratulate the authors for publishing 
their experience, I must highlight some inaccuracies and 
omissions in this article.

The authors state that superficial basal cell carcinomas 
(sBCC) are uncommon on the face. I agree with 
this statement but disagree with their clinical and 
histological assessment of the reported BCC on the face, 
which appears clinically morphoeic and histologically 
infiltrative.

The readership may take home the wrong message that 
excision followed by flap repair should be a good option 
for sBCC. This would be an inaccurate inference as 
excellent tissue salvaging technologies exist for treatment 
of sBCC.[2]

Further, whilst surgical excision with predetermined 

margins is a standard treatment of the BCC in the 
report, the authors fail to mention the role of Mohs 
micrographic surgery (MMS) in this context. It should 
be highlighted that MMS is the gold standard treatment 
for large and infiltrative tumours such as the one in the 
reported patient. The cost of setting up a Mohs unit 
along with the need for specialist training limit the 
availability of this treatment, which makes excision 
with predetermined margins an acceptable second 
best option.

The most important aspect in skin cancer surgery is 
histological cure, but the authors failed to mention the 
margins of clearance or involvement in the excised 
specimen. A recurrent BCC on a skin flap is often more 
challenging to treat than a primary lesion.

Finally, we should restrict the description ‘superficial 
spreading’ to the most common melanoma subtype; 
superficial BCCs rarely spread.

Re: Superficial Large Basal Cell Carcinoma Over Face, Reconstructed 
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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.
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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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