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Sir,
We	 thank	 you	 for	 the	 valuable	 additional	 information[1]	
provided	 regarding	 the	 photo	 protective	 value	 of	 dietary	
botanicals.[2]	 As	 you	 have	 mentioned	 clinical	 trials	 are	
needed	 to	 validate	 the	 effects	 of	 these	dietary	 supplements	
in	 photoprotection.	 A	 recent	 trial	 conducted	 in	 our	
center	 regarding	 the	 effect	 of	 oral	 and	 topical	 turmeric	
in	 photoprotection	 concluded	 that	 this	 agent	 raised	 the	
minimal	 erythema	 dose	 in	 most	 of	 the	 patients	 but	 did	
not	 offer	 significant	 photoprotection.[3]	 We	 believe	 further	
such	 trials	 with	 other	 dietary	 botanicals	 could	 bring	 in	
more	 light	 to	 this	 interesting	 and	 yet	 unexplored	 field	 of	
photoprotection.
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Sir,
I	 read	 the	 recent	 publication	 on	 using	 ballpoint	 pen	 as	
diagnostic	 tool	 with	 a	 great	 interest.	 Godse	 proposed	
“use	 of	 a	 ballpoint”	 pen	 as	 a	 simple	 instrument	 in	 the	
diagnosis	 of	 dermographism	 and	 delayed	 physical	
urticaria.[1]	 I	 accept	 and	 applaud	 this	 new	 idea.	

However,	 there	 are	 many	 concerns.	 First,	 as	 Godes	
proposed,	 “pressure	 of	 hand	 is	 a	 variable”[1]	 in	 this	 test	
and	 “gradual	 increase	 of	 pressure	 by	 hand	 is	 useful	 to	
detect	 mild,	 moderate	 or	 severe	 dermographism.”[1]	 The	
problem	 is	 whether	 this	means	 no	 standardization.	 How	
to	 set	 a	 standard	 practice	 guideline	 in	 using	 ballpoint	
pen	 as	 a	 diagnostic	 tool	 is	 the	 next	 question	 to	 answer.	
In	 addition,	 a	 complete	 assessment	 on	 the	 diagnostic	
property	 (sensitivity,	 specificity	 and	 predictive	 value)	 of	
this	 new	 approach	 has	 to	 be	 done.	 Finally,	 although	 it	
is	 rare,	 it	 should	 also	 be	 kept	 in	mind	 that	 the	 ballpoint	
pen	can	also	 induce	allergic	reaction	and	 this	might	be	a	
problem.[2]
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Sir,
We	 thank	 the	 authors	 for	 their	 interest	 shown	 in	 the	
article	 “Use	 of	 ball	 point	 pen	 in	 the	 diagnosis	 of	 physical	
urticarial”.[1]

We	 agree	 with	 the	 authors	 that	 the	 pressure	 of	 the	 hand	
varies	 from	 person	 to	 person.[2]	 This	 is	 a	 simple	 test	 to	
detect	mild,	moderate,	 and	 severe	dermographism	 in	office	
practice	of	a	busy	dermatologist.

A	 new	 instrument	 named	 Fric	 test	 has	 been	 devised	 by	
the	 Department	 of	 Dermatology	 of	 the	 Charite	 Hospital,	
Berlin,	 Germany.	 The	 purpose	 of	 this	 Fric	 test	 is	 the	
qualitative	 and	 semiquantitative	 diagnosis	 of	 symptomatic	
dermographism.

For	 the	 diagnosis	 of	 symptomatic	 dermographism,	
Fric	 test	 should	 be	 held	 perpendicular	 to	 the	 skin	 of	
the	 upper	 back	 or	 volar	 forearm	 for	 approximately	 10	
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cm.	 Apply	 just	 enough	 pressure	 to	 have	 good	 contact	
with	 the	 skin	 so	 that	 all	 the	 pins	 are	 almost	 invisible	
[Figure	 1].	 Patients	 should	 be	 off	 antihistamines	 for	
wheal	 response.	 When	 all	 pins	 induce	 wheal	 response,	
the	 symptomatic	 dermographism	 can	 be	 judged	 as	
severe	 [Figure	2].
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Figure 1: Fric test instrument held on the skin

Figure 2: Severe dermographism
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Sir,
We	 report	 our	 experience	 with	 positron	 emission	
tomography	 and	 computerized	 tomography	
scan	(PET-CT)	in	mycosis	fungoides	(MF).	A	12-year-old	
boy	 presented	 with	 pruritic	 erythematous	 rash	 over	
left	 shin	 for	 2	 years.	 He	 was	 initially	 treated	 outside	
our	 center	 with	 topical	 steroids	 and	 antibiotics	 with	
minimal	 improvement.	 On	 examination,	 he	 had	 multiple	
hypopigmented	 macules	 on	 the	 back	 and	 buttocks	 and	
a	 well-defined	 erythematous	 to	 violaceous	 6 × 6	 cm	
plaque	 over	 medial	 aspect	 of	 left	 leg	 [Figure	 1a].	 He	
had	 few	 soft	 cervical	 lymph	 nodes	 (LN)	 measuring	
1	 cm.	 Skin	 biopsy	 from	 a	 macule	 on	 the	 back	 was	
non-contributory.	 Biopsy	 from	 left	 leg	 plaque	 showed	
atypical	lymphocytic	infiltrate	in	lower	and	upper	dermis,	
with	 epidermotropism	 [Figure	 1b];	 lymphocytes	 were	
CD3-positive	 and	 negative	 for	 CD20	 and	 CD30.	 Thus,	
the	 findings	 suggested	 a	 diagnosis	 of	 MF.	 CT	 scan	 of	
chest	 and	 abdomen	 revealed	 only	 horseshoe	 kidney.	 Left	
cervical	LN	biopsy	showed	dermatopathic	 lymphadenitis.	
Peripheral	 blood	 smear	 and	 bone	 marrow	 biopsy	 were	
normal.	 A	 whole	 body	 18Fluorodeoxyglucose	 (FDG)	
PET-CT	 scan	 showed	 localized	 increased	 FDG	uptake	 in	
subcutaneous	thickening	along	anteromedial	aspect	of	left	
leg	 [Figure	 1c].	 He	was	 treated	with	 topical	 clobetasone	
and	psoralen	plus	ultraviolet-A	radiation	to	the	shin	plaque	
for	 3	 months,	 followed	 by	 narrow-band	 ultraviolet-B	
radiation	 for	 3	 sessions	 (0.25,	 0.3,	 and	 0.36	 J/m2),	
which	 resulted	 in	 only	 a	 partial	 response.	Hence,	 he	was	
administered	 local	 radiotherapy	at	 a	dose	of	36	Gy	 in	18	
fractions	 over	 3½	 weeks.	 The	 lesion	 subsided	 clinically	
except	 for	 residual	 hyperpigmentation	 [Figure	 1d].	
PET-CT	done	 10	weeks	 after	 completion	 of	 radiotherapy	
showed	 complete	 resolution	 [Figure	 1e].	 He	 is	 now	
2	years	 off-therapy	with	 clinical	 remission	 at	 the	 plaque,	
while	 the	macules	on	the	back	remain	unchanged.

There	 are	 isolated	 case	 reports	 on	 role	 of	 PET-CT	 in	
cutaneous	T-cell	 lymphoma	(CTCL)	and	 its	most	common	
subtype,	 MF.[1-3]	 In	 a	 series	 of	 13	 patients	 of	 CTCL	 (11	
with	 MF),	 FDG	 uptake	 was	 negative	 in	 all	 cases	 with	
stage	 IA	 disease	 while	 it	 was	 positive	 in	 stage	 IVA	
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