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Note from the President

Warm greetings on behalf of [ADVL WB to all our members.

I must compliment the editor Dr Ameli Sarkar and her team for meticulously preparing
each issue of Skintellect not only on time but also with rich academic content.

We are in the midst of preparations for the Dermazone East and CUTICON WB 2026 to be
held in the last week of November this year. The Organizing Committee under Dr Chinmay
Kar, the Organizing Secretary and the Scientific Committee under Dr Nilay Kanti Das, the
Scientific Chairperson and Dr Indrashis Podder, the Scientific Secretary and their teams
areworking round the clock to make the conference a grand success.

In continuation of our commitment to social responsibilities we were part of a health camp organized by Sanhati
Club, Sodepur, Kolkata held on the 13th of September, 2026. Dr Supratim Saha, Dr Shoubhick Biswas and myself
examined more than 100 patients and distributed essential medicines with the help of our office staff Mr.
Diptanshu Paul and Mr. Subhashis Bose. Looking forward to organizing more such health camps in the near future
with the active participation of our members.

We have a number of scientific programs lined up in the near future and hope they turn out to be great learning
experience for all of us.

Iwish our members and their families good health and a very happy and joyous festive season ahead.
With sincere regards

Long Live IADVL

Jai Hind

Dr. Arghyaprasun Ghosh
President
IADVL WB
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Secretary's Scribes

It gives me immense pleasure to connect with all members of IADVL West Bengal through
another issue of Skintellect, our official monthly web journal. Skintellect continues to
serve as an important platform for sharing our academic activities, professional updates,
achievements and initiatives, while keeping our fraternity connected and informed.

As part of our commitment towards community outreach and social responsibility, the |
IADVL West Bengal State Branch has recently conducted several dermatology camps to 'f
provide accessible dermatological care and create awareness about common skin
diseases among the community. These initiatives reflect our belief that the role of a
dermatologist extends beyond the hospital and clinic, and that our collective expertise can
make a meaningful difference in society. We look forward to continuing and expanding such community-oriented
activities in the coming months.

Our academic activities are also continuing with great enthusiasm. Through CMEs, webinars, SIG activities,
academic meetings and various educational programmes, we remain committed to promoting continuous
learning and professional development among our members. I sincerely appreciate the efforts of all our office
bearers, academic coordinators, faculty members and participating delegates who continue to contribute to the
academic growth of our state branch.

lLam particularly pleased to invite all members of IADVL West Bengal to Dermazone East 2026, which is going to be
held from 27" to 29" November 2026 at Biswa Bangla Convention Centre, Kolkata. This important academic
gathering will provide an excellent opportunity for dermatologists from across the eastern region to come
together, share knowledge and experience, discuss recent advances in dermatology and strengthen professional
interactions. I warmly invite all our members to participate actively and make this conference a memorable and
academically enriching event.

As we approach the festive season, I extend my heartfelt greetings and best wishes to all members of IADVL West
Bengal and their families on the auspicious occasion of Durga Puja. May Maa Durga bless everyone with good
health, happiness, peace and prosperity. Let this festive season bring renewed energy, harmony and togetherness
toour IADVL family.

Ilook forward to your continued support and active participation in all the initiatives of IADVL West Bengal.

Withwarmregards,

Dr. Somenath Sarkar
Honorary Secretary
IADVLWB
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Editors Desk

Dear Readers,

With the festive season coming in an atmosphere of celebration and togetherness, it is our
pleasure to bring you the September edition of Skintellect. 4
Dr Manabbrata Majumdar has shared his journery through the years in the field of |-
dermatology.

Dr Dipra Biswas has highlighted the treatment modalities for keloids and hypertrophic
scars.

Our Residents’ Corner once again celebrates the spirit of inquiry among young
dermatologists. Dr. Astha Gupta has bust several myths about eczema.

Dr Dhiman Tarafdar has presented a case of granulomatous pyoderma gangreosum in our case podium

And, as always, learning comes with a dash of fun in Skintellect. Our Quiz, Crossword, and Riddle await those who
enjoy putting their dermatological knowledge and wit to the test. Dr Ayan Samanta sir has contributed a poem on
everyones favourite snack samosa.

An amazing health camp by IADVL was organised.

As we step into the festive season, may the days ahead be filled with light, laughter, togetherness, and renewed
inspiration. May this edition of Skintellect not only inform and engage you, but also accompany you in the spirit of
celebration.

Wishing all our readers a joyous, prosperous, and fulfilling festive season.

Warmregards,

Dr. Ameli Sarkar
Editor, Skintellect,
The IADVL WB Monthly Newsletter
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Advisory Chair Advisory Chair Editor, Skintellect
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Dr. Dinesh Kr. Hawelia  Dr. Kaushiki Hajra Dr. Ameli Sarkar

Dr. Srijani Debnath Dr. Rubina Sultana Dr. Ananya Roy

Editorial Board

Dr. Biswajoy Hore Dr. Sambit Chatterjee Dr. Debargha Mukherjee  Dr. Shahrukh Raza
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DERMATOLOGIST SPOTLIGHT:
DR. MANABBRATA MAJUMDAR

1. Sir, could you take us through your journey in dermatology—what initially drew you to
the specialty, and which experiences along the way have shaped the dermatologistyou are
today?

During my internship, I had the opportunity to work in different disciplines of medicine,
including Paediatrics, Psychiatry and Dermatology. It was during this period that |
decided to specialise in Dermatology and make it my profession.

During my postgraduate training, I had the privilege of learning under renowned teachers
who gave me a strong foundation in Dermatology and taught me how to approach and
manage different clinical cases.

During my entire service under the West Bengal Government, I was the only dermatologist in my department. This
gave me the opportunity to encounter a wide variety of dermatological diseases and challenging cases. There were
also occasions when I made an incorrect diagnosis, which was subsequently corrected with the help of colleagues
from other institutions. These experiences taught me the importance of continuous learning, consultation and
keeping an open mind.

2. Even after years of experience, are there cases that still make you pause, question your first impression, or send you

backto the books? What keepsyou curious after all these years?

Yes, certainly. Even after years of experience, there are cases where I still have to pause, rethink my diagnosis, consult
books and discuss the case with colleagues.

While establishing my dermatological practice, I received valuable guidance and support from several senior
dermatologists, including Late Dr. Barindranath Bhadra, Late Dr. Animesh Chatterjee, Late Dr. R. K. Panja, Late Dr. B.
N. Halder and Dr. Nitin Mukherjee. Their guidance has been an important part of my journey.

3. For a young dermatologist stepping out of residency, what should come first when starting clinical
practice—building clinical confidence, finding the right practice setup, or developing a patient base?

For me, the first priority was building a patient base, and that process is still continuing. I always made it a point to
attend the hospital OPD and my chamber regularly and at the scheduled time.

I believe that being available to patients consistently and sincerely is very important in building trust and, eventually,
apractice.

4. India's dermatophytosis landscape has changed dramatically over the years. What has been the most challenging
aspect of managing chronic or recurrent tinea, and what has this experience taught you about the way we practise
dermatology?

Nowadays, the treatment of dermatophytosis has become more difficult because of the emergence of resistant
varieties. Patients often require prolonged and continuous treatment.

This has taught us that dermatophytosis cannot always be approached as a simple, short-term infection. Proper
diagnosis, appropriate treatment and ensuring adequate follow-up are increasingly important.

5. Ifyou had just one minute to bust one dermatological myth forever, which myth would you choose—and what would
youwantthe public to understand instead?

Iwould like to dispel the misconception that all skin diseases are infectious.

Many skin diseases are not infectious at all, and many of them are completely treatable. People should therefore
avoid unnecessary fear, stigma and social isolation simply because someone has a visible skin condition.
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Beyond the clinic and the white coat, what brings out a different side of your personality? Is there an interest, hobby,
orpassion thatyour patients—or even your colleagues—might be surprised to know about?

Obviously, I enjoy spending time with my hobbies, particularly watching movies. It gives me an opportunity to relax,
take a break from the routine of clinical practice and enjoy a completely different world outside medicine.

When you look back at your journey so far, which moments or achievements give you the greatest sense of
fulfilment—notjust as a dermatologist, but as a person?

For me, the greatest satisfaction comes from treating my patients sincerely and encouraging them throughout their
treatment.

When patients improve and are satisfied with the treatment they have received, their satisfaction becomes my
satisfaction. That, ultimately, is what gives me the greatest sense of fulfilment as a dermatologist.



7\
SKINTELLECT IADVL |

r of the IADV State Branch ) ”G«Lmﬁ“"y‘@

styammﬁ

Volume 4 Number 06
October 2026

DERMBUZZ : BEYOND THE SCAR:
AN UPDATE IN THE MANAGEMENT OF HYPERTROPHIC SCARS AND KELOIDS

Introduction: Hypertrophic scars (HTS) and keloids represent aberrant responses to Dr. Dipra Biswas
cutaneous injury, characterised by excessive extracellular matrix deposition, persistent ASst. Professor, Dept. Of DVL
fibroblast/myofibroblast activity and dysregulated wound healing. Although both are Deben Mahata Govt. MCH,
raised and often symptomatic, their clinical behaviour differs. HTS generally remain Purulia
confined to the boundaries of the original wound and may undergo gradual spontaneous
regression, whereas keloids extend beyond the site of injury and demonstrate a greater
propensity for persistence and recurrence. Beyond their cosmetic impact, pruritus, pain,
restricted movement and substantial psychosocial morbidity make pathological scars an
important therapeutic challenge. Despite numerous available interventions, no single
modality consistently provides complete and permanentresolution.

Prevention: treatment begins before the scar becomes pathological

Prevention is particularly important in individuals with a previous history of keloid formation
or those undergoing procedures at high-risk anatomical sites. Meticulous surgical technique,
minimising wound tension, appropriate wound approximation and early control of inflammation are fundamental.
Silicone gel or silicone sheets and pressure therapy remain established non-invasive approaches, particularly during the
early remodelling phase. Pressure therapy can reduce scar thickness, erythema and hardness, although adherence
frequently limitsits effectiveness. [1,2]

Patients with a strong personal history of keloids should be counselled regarding the risk associated with elective
procedures. Early intervention when a scar begins to become symptomatic or elevated may be more effective than
treating a mature lesion. Recent practical approaches therefore emphasise early recognition and combination therapy
rather than waiting for complete scar maturation. [2]

Intralesional corticosteroids: still the backbone

Intralesional triamcinolone acetonide (IL-TAC) remains one of the most widely used treatments for established HTS and
keloids because of its accessibility, familiarity and anti-inflammatory and antifibrotic effects. It suppresses fibroblast
proliferation, collagen synthesis and inflammatory mediators. However, monotherapy is limited by incomplete response
andrecurrence, while adverse effects include pain, dermal atrophy, telangiectasia and hypo- or hyperpigmentation. [1,3]

Consequently, contemporary practice increasingly uses IL-TAC as part of a combination rather than as isolated therapy.
The addition of 5-fluorouracil (5-FU), a pyrimidine analogue that inhibits fibroblast proliferation, has demonstrated
greater efficacy in several comparative studies than either agent alone, although ulceration and post-inflammatory
pigmentary alterations may occur. [3,4]

Beyond steroids: expanding the intralesional armamentarium

Intralesional 5-FU, either alone or combined with corticosteroids, has emerged as one of the better-studied alternatives.
Other investigated agents include bleomycin, verapamil, botulinum toxin A and platelet-rich plasma. Evidence for
verapamil is mixed; although its antifibrotic effects are biologically attractive, clinical studies have generally not
demonstrated consistent superiority over corticosteroids. [3,4]

Bleomycin tattooing or injection can produce substantial flattening but is associated with pain, ulceration and
pigmentary changes. Its role may therefore be considered in selected, treatment-resistant lesions rather than as routine
first-line therapy. [3]

Botulinum toxin A represents a particularly interesting development. By reducing muscle activity and mechanical
tension, and potentially modulating fibroblast behaviour, it may influence both scar formation and symptoms. Recent
clinical evidence suggests benefit in selected keloids and HTS, particularly for pain and scar elevation; however, optimal
dosing, injection schedules and its precise position in treatment algorithms require further clarification. [3,5]

8
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Cryotherapy: from surface freezing to intralesional treatment

Cryotherapy remains useful for relatively small keloids, particularly when combined with intralesional corticosteroids.
Conventional spray or contact cryotherapy induces vascular injury and tissue necrosis, but prolonged healing and post-
inflammatory hypopigmentation can limitits use, particularly in darker skin phototypes.

Intralesional cryotherapy, in which the probe is introduced directly into the lesion, has emerged as an alternative that can
achieve deeper and more controlled destruction while potentially reducing epidermal damage. Evidence suggests greater
efficacy than conventional spray cryotherapy, although treatment-related pain, blistering and pigmentary alteration
remain considerations. [2,3]

Lasers: remodelling rather than simple ablation

The role of lasers has evolved considerably. Pulsed-dye laser (PDL) primarily targets scar vascularity and may reduce
erythema, pruritus and activity, whereas fractional ablative lasers, particularly fractional CO, lasers, create microscopic
treatment zones that facilitate collagen remodelling and can enhance transdermal delivery of topical or intralesional
agents.

Fractional laser-assisted drug delivery has therefore become an attractive strategy, allowing corticosteroids or 5-FU to
penetrate the scar more effectively. Rather than viewing laser therapy as a stand-alone treatment, current evidence
supportsits use as an adjunct within multimodal scar management. [3,6]

Surgery: excision is not the endpoint

Simple surgical excision of a keloid should rarely be regarded as definitive treatment because recurrence rates can be
substantial. The central principle is therefore excision plus adjuvant therapy. Options include postoperative
corticosteroid injections, pressure therapy, silicone, cryotherapy and, in selected cases, radiotherapy.

Radiotherapy following surgical excision can substantially reduce recurrence in appropriately selected patients,
particularly for large or recurrent keloids. However, concerns regarding radiation exposure, wound healing,
pigmentation and theoretical carcinogenic risk necessitate careful patient selection and appropriate counselling. [2,7]

Emerging therapies: targeting the biology of the scar

Increasing understanding of keloid biology has shifted research towards molecularly targeted treatment. Aberrant TGF-f3
signalling, mechanotransduction, inflammatory pathways and fibroblast activation are potential therapeutic targets.
Agents directed against these pathways remain largely investigational.

An especially interesting development is the exploration of Dupilumab, reflecting the possible contribution of type 2
inflammatory pathways to keloid biology. Early reports and systematic reviews suggest potential clinical benefit in
selected patients, but available evidence remains limited and consists predominantly of small studies and case reports.
Dupilumab should therefore currently be considered an investigational rather than established treatment. [8,9]

Other emerging approaches include novel molecular inhibitors, anti-fibrotic agents, regenerative therapies and
strategies targeting mechanical signalling. Their future role will depend on well-designed randomised trials
demonstrating durable efficacy and acceptable safety.

A practical contemporary approach

Management should be individualised according to scar type, size, site, duration, symptoms, skin phototype, previous
treatment and recurrence risk. Small, early and symptomatic lesions may be managed with IL-TAC, with consideration of
5-FU combination therapy. Cryotherapy, laser-assisted treatment or other intralesional modalities can be considered for
resistant lesions. Large, mature or recurrent keloids may require surgical excision followed by an appropriate adjuvant
modality.
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The emerging paradigm is therefore not “one scar, one treatment” but multimodal, stage-specific and recurrence-
conscious management. Prevention, early intervention and long-term follow-up are as important as flattening the lesion
itself.

Conclusion

The management of keloids and hypertrophic scars has progressed from relatively simple steroid injections and surgical
excision towards individualized multimodal treatment. IL-TAC remains an important therapeutic foundation, while
combination regimens incorporating 5-FU, cryotherapy and laser-based approaches have expanded treatment options.
Botulinum toxin and biologic therapies such as dupilumab represent promising developments, although stronger
evidence is needed. Ultimately, the goal extends beyond flattening a scar—to controlling symptoms, restoring function,
minimising recurrence and improving the patient's quality of life.
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RESIDENT’S CORNER: FACTS AND MYTHS ABOUT ECZEMA/ SEPARATING THE FACTS
FROM FICTION- SCRATCHING BEYOND THE SURFACE IN ECZEMA

“My skin would become a relentless itchy tormentor that thrived on stress" - this Dr ASTHA GUPTA
1°tyear dermatology resident

uote by a patient effectively summarizes the impact of eczema on a patient.
1 yap 2 Y P f P College of Medicine & [NM KALYANI

The term 'ECZEMA'was Coined in 543 AD by Aétius Amidenus, a Greek word ekzein,
meaning “to boil froth” or “to effervesce”.

It is a clinical and histological pattern of inflammation of the skin seen in a variety of
dermatoses with widely different etiologies.

Clinically, patients complain of itching and soreness of variable intensity, excoriation,
exudation, fissuring, hyperkeratosis, lichenification, papulation, scaling and vesiculation. The
terms 'dermatitis’ and 'eczema’ are synonymous, although some authors still use the term
'dermatitis'to include all types of cutaneous inflammation, so that all eczema is dermatitis, but
notall dermatitisis eczema

Stages of Eczema -
Acute- Presents as red, edematous plaques accompanied by small, grouped vesicles.
Subacute -Appears as erythematous plaques that display scaling or crusting.

Chronic-Characterized by dry scales and lichenification, which includes triad of hyperpigmentation, accentuated
skin markings and thickening of skin.

Causes and types of Eczema-
Eczema can be classified according to the cause as: exogenous and endogenous eczema.

Exogenous eczema develops due to external factors including irritant, allergic contact, photoallergic, airborne contact
dermatitis, polymorphic light eruption, infective, dermatophytide, post-traumatic, and pityriasis alba.

Endogenous eczema occurs mainly due to internal or constitutional factors, includes atopic, seborrheic, asteatotic,
discoid, eyelid, discoid, lichenoid, chronic dermatosis, pityriasis alba, hand eczema, venous eczema, juvenile plantar
dermatosis, drug eruptions, lichen simplex chronicus, and prurigo nodularis.

Busting the Eczema Myth: Uncovering the Facts and Finding relief:
MYTH 1) Eczema Is Contagious!

FACT- It's not! You cannot 'catch’ eczema by touching someone else’s rash. The skin may appear red, scaly and oozing,
which is a sign of inflammation, not a contagious infection.

MYTH 2) Eczema is always caused due to allergen

FACT - The exact causes of eczema are unknown. It's often associated with allergies, but is rarely caused by allergies alone.
Arecentmodel of Eczema in pathogenesis is the complex interplay between genetic predisposition, environmental factors
and inflammatory response. This is clearly demonstrated by twin studies, which have shown a high concordance rate in
monozygotic twins (0.77%), as compared to dizygotic twins (0.15%).

11
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MYTH 3): Eczema is a sign of poor hygiene

FACT: Eczema has nothing to do with poor hygiene. In fact, it can be made worse by frequent hand-washing, or through
the use of soap that dries out the skin. Instead, use soap-free, hypoallergenic cleansers and body washes that are free from
lanolin, parabens and fragrances. These will help soothe skin and restore moisture, without irritating dry, itchy skin.

MYTH4): Ifyou have eczema, you'll develop asthma and hay fever

FACT: Eczema has been linked to asthma and hay fever. Children with a family history of asthma or hay fever are at an
increasedrisk of developing eczema. Research shows that up to 40 per cent of infants with eczema go on to develop asthma
and/or hay fever. However, not all people with eczema develop asthma or hay fever, and not all people with asthma or hay
feverdevelop eczema.

MYTH 5): Family history of eczema means your child will get it too.

FACT: A family history of eczema does increase the likelihood of children developing eczema. If both parents have eczema,
thereis an 80 per cent chance that their children will also develop it. However, family history does not automatically mean
your child will have the condition as well.

MYTH 6) Only Children Get Eczema

FACT- Not quite! Eczema (atopic dermatitis) can develop at any age. Early onset Most cases begin in childhood—45%
within 6 months, 60% within 1 year, and 85% before age 5.

Late-onset: Can begin after puberty and is more common in women. Elderly-onset: A distinct subset can begin after age
60.

MYTH 7) Swimming Is a No-Go if You Have Eczema.

FACT -There's zero evidence that taking a dip in chlorinated pool is bad for atopic dermatitis. In fact, some people with
eczema even take diluted bleach baths to aid in soothing their skin and preventing infections.

Bleach baths decrease staphylococcal as well as Methicillin-resistant Staphylococcus aureus colonization and decrease
disease's severity. This involves soaking the body neck down in a tub filled with water (about 150 L) in which half a cup of
6% household bleach has been added. In Indian scenario, one teaspoonful (around 5 mL) of bleach can be added to a
bucketofaround 15 L ofwater.

MYTH 8) People with eczema should not bath regularly.

FACT: How often you bath, isn't as important as using Luke warm (rather than hot) water and avoiding fragranced soaps,
bubble baths and other potential irritants.

Immediately after bath, pat dry with cotton towel and apply moisturizing cream as recommended in 3-5 min.
MYTH 9) Eczema doesn 't need treatment, because you will just grow out of it.

FACT: It needs treatment, to break the itch - scratch cycle. The itch-scratch cycle is a self-perpetuating loop where
scratching temporarily relieves an itch by blocking nerve signals, but physically damages the epidermal barrier
provoking inflammation and nerve sensitization leading to release of cytokines ultimately intensifying itch -scratch loop

12
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which can lead to abrasion and secondary infection.
MYTH 10) Eczema Can Be Cured

FACT: Maybe one day there will be a cure for eczema, but we aren't there yet. There are many effective treatments that
help manage its symptoms, but eczema is a chronic relapsing condition. The therapeutic armamentarium ranges from
liberal use of emollients, topical corticosteroids, topical calcineurin inhibitors, systemic immunosuppressive agents and
phototherapy.

MYTH 11) Home remedies can cure eczema.

FACT: There is no such evidence. At best, home remedies like coconut oil can moisturize the skin and reduce itching or
swelling.

Many patients get on a dermatologist's last nerve when they visit outpatient department, applying undiluted essential oils
like pure tea tree oil or lavender oil, using undiluted apple cider vinegar, citrus juices, heated neem leaves, turmeric, raw
garlicand commercial botanical lotions with hidden fragrances, resulting in irritant contact dermatitis.

MYTH 12) Certain food can cause eczema.

FACT: Unfortunately, this myth is also not true. However, if there are any particular foods triggering your eczema try
avoiding those foods. Patients usually doubt the consumption of milk and milk products, eggs, seafood, shellfish, soy,
peanuts, and wheat. Rowlands et al in their study described that out of the 58 double-blind placebo-controlled food
challenges, only 1 had eczematous food reaction. Dietary elimination is not recommended routinely as there is no much
evidence thatit helps in improving atopic dermatitis. Elimination of egg or cow's milk in the diet has not shown any benefit
based on Cochrane systematic review on randomized controlled trials and hence do not support the concept of dietary
elimination.

To conclude,

“Managing eczema is not merely about suppressing flares, but sustaining a resilient skin barrier every day”

13
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CASE-PODIUM:

GRANULOMATOUS PYODERMA GANGRENOSUM IN A 16-YEAR-OLD GIRL

Pyoderma gangrenosum is a neutrophilic dermatosis with varied clinical Dr. Dhiman Tarafdar,
presentations.[!] Granulomatous variants are uncommon and may mimic Asst. Prof, Dept. of Dermatology,
infectious granulomatous disorders, creating a diagnostic challenge. [*] Diamond Harbour Gov. MCH

A 16-year-old female presented with a non-healing ulcer over the right leg for 6

months. The lesion initially began as a red, elevated solid lesion over the shin, associated with
moderate pain and mild pruritus. It gradually increased in size with ulceration and oozing.
Two similar lesions at other sites had healed with scarring. There was no history of trauma or
surgery at the site or bowel abnormalities. She had received multiple antibiotics, including
anti-tubercular therapy, with slight improvement.

Cutaneous examination revealed an irregular, coalescing plaque measuring 12 x 8 cm over
the anterior lower right leg, with multiple erosions, haemorrhagic
crusting and yellowish necrotic slough. The lesion had a well-defined
inflamed edge with perilesional erythema and oedema. Mild induration and minimal tenderness
were present. There was no active discharge or bleeding, and the
lesion was not fixed to underlying structures. A hypertrophic scar was
noted over the left forearm.

Differentials included atypical mycobacterial infection, lupus
vulgaris, actinomycetoma and pyoderma gangrenosum.
. Ziehl-Neelsen stain showed no AFB. Histopathology from the centre of
erosion revealed an ulcerated epidermis with dense mixed dermal
inflammation and prominent neutrophils. Biopsy from the margin

Fig. 1: showed regular acanthosis, a dense mixed inflammatory infiltrate
Initial clinical picture . . .. . .
with epithelioid cell granulomas and Langhans giant cells, along with
lobular panniculitis.

In view of the clinical course, histopathological findings and microbiological evaluation, a
- - .-:-;_ wp  provisional diagnosis of granulomatous pyoderma :

" gangrenosum with secondary bacterial infection Fig. 2:

Wk ; was made. The patient was started on doxycycline and After 3 weeks of treatment

- prednisolone, following which gradual improvement was noted.

. Superficial granulomatous pyoderma is a rare variant characterized by a slow
| progressive ulcer[?], granulomatous inflammation and generally good response to
| corticosteroids [*].
. " References
1.Quimby SR, Gibson LE, Winkelmann RK. Superficial granulomatous pyoderma:
Dense inflammatory infiltrate clinicopathologic spectrum. Mayo Clin Proc. 1989;64(1):37-43.
predominantly neutrophils 2.Tollefson MM, Cook-Norris RH, Theos A, Davis DMR. Superficial granulomatous

pyoderma: a case in an 11-year-old girl and review of the literature. Pediatr
Dermatol. 2010;27(5):496-499.doi:10.1111/j.1525-1470.2010.01271.x.

3. Persing SM, Laub DJ Jr. Superficial granulomatous pyoderma of the face: a case report and review of the literature.
Eplasty. 2012;12:e56.

4.  Maverakis E, Ma C, Shinkai K, et al. Diagnostic Criteria of Ulcerative Pyoderma Gangrenosum: A Delphi Consensus of
International Experts. JAMA Dermatol. 2018;154(4):461-466.doi:10.1001 /jamadermatol.2017.5980.
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IADVL WB SOCIAL AWARENESS HEALTH CAMP

Community Skin Health Camp at Sodepur

A community skin health camp was successfully organized on 13th September at Sanhati Club, Sodepur, providing
dermatological consultation and care to 103 patients.

The camp was conducted with the active participation of Dr. Supratim Saha, Dr. Shoubhik Biswas, and Dr. Arghyaprasun
Ghosh, who provided comprehensive dermatological evaluation and guidance to the attendees.

The initiative reflects the continued commitment towards extending quality dermatological care beyond hospital settings
and promoting awareness of skin health within the community.
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Assistant Professor
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Quiz Zone

1. Drug Xis USFDA-approved for psoriasis and seborrheic dermatitis, while Drug Y is a newly approved topical therapy
foratopic dermatitis in patients aged 2 years and above. Both target the same molecule. Identify Drugs X and Y.

N

Therapy X is a USFDA-approved ex vivo gene therapy for autosomal recessive dystrophic epidermolysis bullosa, using
autologous keratinocytes modified to express COL7A1. Name P =
the therapy X. Eopes— e

3. A 72-year-old woman presented with a 1-year history of an
intensely pruritic, erythematous eczematous plaque on the
vulva. Topical corticosteroids and antifungals failed to
provide lasting relief. A biopsy from the affected area showed 3§
the findings in figure no. 1, and immunohistochemistry F
revealed CK7-, CK20+, and CDX2+ cells. Which internal ¢
malignancy would you most strongly suspectin this case?

4.  Identify the dermoscopic sign depicted in figure no.2. [f'.- -1]
g
5. Which molecule plays a central role in the pathogenesis of the T _
condition shown in figure no. 3?7 J ¥ ? 5 £
£ s :
=. _— B .
r\,__:_ e _"_ 4 r
™ Hives, urli::url:. F
b angicedema
| By .
Waekx o 24 " 2-6 hours o 1 -
maonths ?
ek bite g mammalan- .
rived products Abdominal pain,
diarrhea, nausea,
vomiting
lfig 3] lfig 2]
The correct response given: Dr. Shatanik Bhattacharya for Kindly send your entry to iadviwb@gmail.com with 'Skintellect Quiz’
Dermawiz assubject.
The correct response of each month gets acknowledged in the next
Thank You foryour answer and happy reading issue.

Sendyourentries now!
Good luck from Team Skintellect.
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Brainstorm
Across Down
2. Dominant Phylotype of Cutibacterium acne in 1. Panniculitis with bean bag cells

3.

5.

8.

Acne

Co-receptor tropism assay mandatory before
giving

Factor determining the wavelength of a LASER
Lonafarnib used in

10.Bleeding Nail fold described for

2. Mulberry appearance in Histopathology
6. Other name for San Joaquin Valley Fever
7

. A skin sensitizer obtained from pine family used

in adhesives and paints

9. FDA approved KIT inhibitor in advanced Systemic

Mastocytosis

Quiz Answer Volume-4, Issue-5

Premlatha sign

Reverse namaskar sign, Ehler Danlos syndrome
Mudichood

Glomus tumour, median canaliform nail dystrophy
Acroketatosis paraneoplastica of Bazex.
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Dermwiz
N\
In childhood, daylight challenged me,
And playful knocks left more than you'd see.

Yet strangely, as the years went by,
[ feared much less the open sky.

What once would bloom with every fall,
. Grew quieter—but not gone at all.

My changing canvas, thin with time,
Wore light and dark in mottled rhyme.

entosum And pathways once both wide and free,
Grew tighter rather silently.

My earliest foe may lose its might,
While later scars continue their fight.

A childhood storm that fades with age—

2g am | upon this changing stage?
P
3E F G A R T I G I M 0] D
S
c| R| 0| wW|E
9, wgl L lulrlp| 1 Volume-4, Issue-5
(] 1
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32" Zonal Conference of IADVL & 29" Annual State Conference of IADVL WB

Theme:

NextGen Dermatology
Clinical Mastery Meets Innovation

BE PART OF THE FUTURE OF DERMATOLOGY !
REGISTER TODAY

BBCC, New Town,
Kolkata

Program Highlights

© Dermatology & Internal Medicine © Pediatric Dermatology

EXPERT

CUTTING-EDGE
FACULTY

“INSPIRING
INNOVATIONS

SESSIONS

@ Aesthetic Dermatology
~ @Al in Dermatology
' ® Allergic Skin Disorders

Dermato-Oncology
@ Emerging Cutaneous Infections

® Precision Medicine in Dermatology

© Psychodermatology
Regenerative Medicine

Behavioural Patterns in STI ( Geriatric Dermatology

® Clinicopathological Correlation © Microbiome in Dermatology
® Neglected Tropical Diseases

@ Robotics in Dermatology
Therapeutic Updates

HANDS-ON LEARING

Dermatopathology

Procedural Dermatology
~.-.x_-

Al in Dermatology

Dermatoeconomics

OPPORTUNITIES FOR Pgs

g N

Quiz

Extempore

ABSTRACT DEADLINE:
15" October 2026

e poster
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Organized by:
IADVL West Bengal State Branch

Registration Link:
https://iadviwb.register.enhance.events/dermazoneeastcuticonwb @ www.iadviwb org
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